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Abstract
Despite the prevalence of adverse childhood events (ACEs) and the relationship with negative
health outcomes in adults, research shows clinical use of ACE screening is low among healthcare
providers including nurse practitioners (NPs). The scholarly project’s purpose was to examine
how Tennessee NP knowledge, attitudes, and self-efficacy influence intentions to screen for
ACEs related to childhood trauma or abuse in adult patients. Using the Information-MotivationBehavioral Skills Model as the theoretical framework, a cross-sectional and exploratory design
assessed the association of NPs’ ACE screening knowledge, attitudes, and self-efficacy on the
NPs’ intention to screen for ACEs in adult patients. A reliable survey was adapted with
permission and sent to a purposive, convenience sample of licensed NPs across regions of
Tennessee from September to November 2021. Survey results were analyzed using chi-square
statistics to assess for correlations between Tennessee NPs’ ACE knowledge, attitudes, and selfefficacy along with the NPs’ intention to screen for ACEs in adult patients. Of the 174
participants, 24.7% reported usually/always screening in new female patients and 16.7% reported
usually/always screening in new male patients for any history of childhood physical or sexual
abuse. Knowledge, attitudes, and self-efficacy were positively correlated with NP ACE screening
intentions (p = <.001). Results of this project add to current research confirming that ACE
screening is low among healthcare providers. Limited knowledge, personal attitudes, objective
abilities, perceptions of self-efficacy, and competing clinical priorities are associated with the
NP’s intention to screen for ACEs in adult patients.
Keywords: adverse childhood events, adverse childhood event screening, childhood
trauma, childhood abuse, knowledge, attitudes, self-efficacy, confidence, nurse practitioners
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Introduction and Background
According to the Centers for Disease Control and Prevention [CDC], adverse childhood
experiences (ACEs) are potentially traumatic events that occur during childhood (ages 0 – 17)
such as experiencing violence, abuse, or neglect; witnessing violence in the home or community;
and growing up in a household with substance misuse, mental health problems, or instability due
to parental separation or incarceration of a parent (2021b). An expanding volume of literature
supports the view that there is a relationship between ACEs and multiple risk factors for lifelong, negative health conditions. At least five of the top ten leading causes of death are
associated with ACEs including respiratory and heart disease, diabetes, cancer, and suicide
(CDC, 2019a, 2021b). Not only can ACEs impact one’s physical health status, but ACEs also
have an influence on an individual’s mental well-being, sexual health, and even socioeconomic
status (CDC, 2019b). For instance, exposure to an ACE increases the risks of depression,
anxiety, and sexually transmitted infections. ACEs also have a negative impact on an
individual’s social determinants of health such as lost time from work, experiencing food
insecurity, living in under-resourced or racially segregated neighborhoods, poorer academic
performance, and lower high school graduation rates (CDC, 2019b, 2021b).
Experiencing an ACE affects the entire lifespan, from disrupted neurodevelopment in
early infancy to risks of chronic disease, disability, mental health problems, and early death in
adulthood (American Academy of Pediatrics [AAP], 2014a, 2014b; Austin et al., 2016; CDC,
2019b, 2021b; Felitti et al., 1998; Raposo et al., 2014). The effects of ACEs on adults such as
chronic disease, economic instability, and depression can be passed on to their own children in
the forms of inability to cope with stress, impaired decision-making, or even difficulty learning
(AAP, 2014a, 2014b; CDC, 2019b, 2021b). Not only do the effects of ACEs result in far-
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reaching consequences across the lifespan, but ACEs are also a serious public health problem
due to their ubiquitous nature across the United States (U.S.) (CDC, 2019b). Across 25 states,
about 61% of adults reported experiencing at least one type of ACE and nearly one in six adults
reported experiencing four or more types of ACEs (CDC, 2021b).
ACEs are not only common in adults across the U.S. but are also costly. Total annual
costs attributable to ACEs were estimated to be $748 billion in North America and more than
75% of these costs were from individuals who reported two or more ACEs (Bellis et al., 2019).
An increase in healthcare utilization, risky health behaviors, and chronic health conditions are
strongly correlated with the number of ACEs an individual has experienced, which is also known
as their ACE score (CDC, 2020). An ACE score is the total sum of ACEs an individual has
experienced before the age of 18 and as the ACE score increases, so does the risk for negative
health outcomes (CDC, 2020). Landmark and subsequent ACE studies have shown a strong,
graded, dose-response relationship between the ACE score an adult may have and the risk for
negative health consequences as well as an increased use of medical services (Anda et al., 2006;
Austin et al., 2016; Bellis et al., 2019; Chanlongbutra et al., 2018; Felitti et al., 1998; Raposo et
al., 2014).
ACE prevention is necessary to reduce the dramatic impact ACEs have on health
behavior and outcomes in adults (CDC, 2019a). Preventing ACEs can impact adult health by
lowering risk for conditions such as asthma, cancer, and diabetes (CDC, 2019a). Secondly, it
could also reduce risky health behaviors such as smoking, drug abuse, and alcohol use. Thirdly,
mitigating ACEs could improve educational opportunities, high school graduation rates, and
socioeconomic potential (CDC, 2019a). To prevent ACEs’ negative health outcomes, healthcare
providers are encouraged to learn about ACEs, recognize the power they have to impact a
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patient’s health through their knowledge of ACEs, and begin the process of asking patients about
their exposure to ACEs (American Academy of Family Physicians [AAFP], 2019; AAP, 2014a,
2014b; Bryan et al., 2019; Hinesley & Krist, 2020).
Problem Statement
Despite the prevalence of ACEs across the U.S. and their strong, graded, dose-response
relationship with chronic disease, risky health behaviors, and early death, research shows
familiarity and clinical use of ACE screening is low among medical professionals including
primary care physicians, family medicine residents, and nurse practitioners (Bora et al., 2021;
Branstetter et al., 2020; Kalmakis et al., 2017; Stork et al., 2020; Tink et al., 2017; Weinreb et
al., 2010). Reasons for the lack of implementation include limited clinician knowledge regarding
the impact and prevalence of ACEs, clinicians’ differing attitudes towards ACE screening, lack
of confidence regarding the ACE screening process in adult patients and competing priorities
within the clinical setting (Bora et al., 2021; Branstetter et al., 2020; Kalmakis et al., 2017;
Rariden et al., 2021; Stork et al., 2020; Weinreb et al., 2010). To date, only two studies assess
nurse practitioner (NP) screening practice, knowledge, attitudes, skills, and perceived barriers
when screening adult patients for childhood trauma related to ACEs (Branstetter et al., 2020;
Kalmakis et al., 2017). Therefore, there is limited research exploring the association between
NPs’ intention to screen for ACEs related to childhood trauma in adult patients and NPs’
knowledge, attitudes, and self-efficacy or confidence regarding ACE screening.
Using data from the National Survey of Children’s Health 2019-2020, the United Health
Foundation ranked Tennessee as the 12th worst state for ACE scoring out of 50 states (2021). The
Tennessee population had a 17.8% chance of experiencing two or more ACEs in comparison to
the U.S. average of 14.8% (United Health Foundation, 2021). In 2016, 61% of Tennesseans

8
reported an exposure to at least one ACE while 27% of Tennesseans had three or more ACE
exposures (Tennessee Commission on Children and Youth, 2018). To address this state problem,
Tennessee allocated $2.45 million in recurring funding for ACE prevention with a focus on
public, medical, and educational awareness (Tennessee Commission on Children and Youth,
2018). An increase in knowledge about the intention for NPs to screen for ACEs related to
childhood trauma in Tennessee could help predict targeted clinical interventions, address patient
behavioral pathways to ACE associated health conditions, and plan for the assessment,
education, and treatment of chronic health conditions for primary care patients (State of
California Department of Health Care Services, 2021).
Primary care visits for adult patients provide unique opportunities to recognize many of
the health consequences of physical and emotional childhood abuse (Weinreb et al., 2010).
Chronic diseases linked with the outcomes of ACEs are routinely seen in adult primary care
patients such as hypertension, type 2 diabetes mellitus, anxiety, and depression (Jelley et al.,
2020). In fact, many primary care patients with a history of ACEs are willing to be screened by
their providers for such neglect and abuse (Glowa et al., 2016; Goldstein et al., 2017; Mersky et
al., 2019). First, in a study with 127 primary care patients, no patients refused the ACE
assessment questionnaire and therefore, completed the ACE screening (Glowa et al., 2016).
Secondly, more than 80% of 1,678 patients in home-visiting programs reported that they were
not at all or only slightly uncomfortable completing an ACE assessment questionnaire (Mersky
et al., 2019). Finally, in a study with 152 primary care patients, 86% were comfortable being
screened for ACEs (Goldstein et al., 2017). In addition, 70% of the 152 primary care patients
perceived that their primary care provider would be comfortable asking about ACEs.
According to the American Association of Nurse Practitioners [AANP], 89% of the NP
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population are prepared in primary care and more than 75% of actively practicing NPs provide
primary care (2022). As a result, it is crucial for NPs to fully implement ACE screening into
routine practice. However, a recent study found that only 30% of 188 NPs regularly screened for
childhood abuse in adult patients and believed screening was their responsibility (Kalmakis et
al., 2017). Therefore, for ACE screening to be implemented into routine clinical practice, more
information is needed about the knowledge, attitudes, self-efficacy or confidence, and the
intention of Tennessee NPs to screen adult patients for ACEs related to childhood trauma.
Purpose
The purpose of this scholarly project is to examine how Tennessee NP knowledge,
attitudes, and self-efficacy influence intentions to screen for ACEs related to childhood trauma or
abuse in adult patients. Currently, no uniform U.S. Preventive Services Task Force guidelines
exist to screen adult patients for ACEs related to childhood trauma in the clinical setting (Anda et
al., 2020; Kalmakis et al., 2017). More research is needed regarding how to motivate the
integration of ACE screening in adult patients into daily clinical practice. First, by assessing NP
knowledge of ACEs, the investigator may be able to determine if NPs’ knowledge of the
prevalence or impact of ACEs in adult patients correlates with the NPs’ intention to screen adult
patients for childhood trauma. Secondly, by measuring subjective, self-reported NP attitudes
towards ACE screening in adult patients, the investigator may be able to determine if NP
attitudes towards screening correlate with the intention to screen adult patients for childhood
trauma. Thirdly, the investigator will also evaluate whether or not the NPs’ self-efficacy or
confidence to screen for ACEs correlate with the intention to screen adult patients for childhood
trauma. Finally, the investigator will determine the extent to which the intention to screen adult
patients for ACEs related to childhood trauma align with individual self-reported barriers to
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screen and if these barriers are associated with current knowledge, attitudes, and self-efficacy of
TN NPs or the lack thereof. Therefore, the principal investigator for this project seeks to extend
the research on clinicians’ ACE screening practices by providing information about the
knowledge, attitudes, self-efficacy or confidence, and the intention of Tennessee NPs to screen
adult patients for ACEs related to childhood trauma.
Review of Evidence
Definition
In the landmark ACE study, adverse childhood experiences were defined as
psychological, physical, or sexual abuse; witnessing violence against their mother; living with
household members who were substance abusers, mentally ill, suicidal, or those who had been
imprisoned (Felitti et al., 1998). The number of these ACE categories were then compared to
measures of adult risk behavior, health status, and disease in 9,508 adult respondents within the
primary care clinical setting. More than half of respondents reported at least one ACE and onefourth reported at least two categories of ACEs. Felitti et al. found a strong, graded, doseresponse relationship between ACE exposure and leading causes of death such as ischemic heart
disease, cancer, chronic bronchitis or emphysema, history of hepatitis or jaundice, skeletal
fractures, and even poor self-related health (1998).
Prevalence
Consecutive ACE studies performed in different populations have yielded similar results
to the landmark ACE study showing that persistent exposure to childhood trauma or abuse, also
known as ACEs, lead to life-long, negative health consequences (Anda et al., 2006; Dube et al.,
2009; Dube et al., 2010; Gilbert et al., 2015; Raposo et al., 2014). Substance abuse, anxiety,
depression, and suicide are more common in those who experience an ACE than those who
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report no ACE (Chanlongbutra et al., 2018; Felitti et al., 1998; Gilbert et al., 2015; Raposo et al.,
2014). Negative health behaviors such as smoking, multiple sexual partners, anorexia nervosa,
bulimia nervosa, and intimate partner violence, are correlated with an increase in ACE exposure
(Afifi et al., 2017; Anda et al., 2006; Dube et al, 2010; Goldstein et al., 2019). Chronic diseases
such as coronary heart disease, hypertension, stroke, asthma, type 2 diabetes mellitus, obesity,
and autoimmune disorders are more prevalent in those who have ACEs (Chanlongbutra et al,
2018; Dube et al, 2009; Gilbert et al., 2015; Suglia et al, 2018). Compared to those who reported
no ACEs, disability was higher in those who reported an ACE (Austin et al., 2016; Gilbert et al.,
2015). Evidence shows that ACEs contribute to a wide array of life-long negative health
consequences such as mental health issues, risky health behaviors, chronic disease, and disability
(Anda et al., 2006; Dube et al., 2009; Dube et al., 2010; Gilbert et al., 2015; Raposo et al., 2014).
Knowledge
Clinician understanding of ACEs, also known as childhood trauma or abuse, in adult
patients is a critical pre-requisite to providing appropriate care (Branstetter et al., 2020; CDC,
2021b). Despite this, the literature review revealed only two studies assessing NPs’ knowledge
of the prevalence and impact of childhood trauma related to ACEs in adults. Data from the
original ACE study sample showed that more than half of the 9,508 adult respondents, who were
receiving physical health exams at their local primary care clinic at the time, reported at least one
exposure to an ACE (Felitti et al., 1998). Prevalence estimates taken from this original ACE
study sample showed 27% of women and 29.9% of men report physical abuse as a child, and
24.7% of women and 16% of men reported sexual abuse during childhood (CDC, 2021a).
Regardless, 41% of the NPs surveyed in a northeastern state believed that less than 10%
of adult female patients have a history of child abuse, and 68% believed that less than 10% of
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adult male patients have a history of child abuse (Kalmakis et al., 2017). The NPs who believed
over 10% of their male or female patients had a history of child abuse were more likely to screen
their adult patients for this history. Additionally, NPs from this study were asked to list up to
four conditions they commonly see in adult patients for whom a history of childhood abuse
might be suspected. At the top of the list were the following conditions: depression, anxiety,
substance abuse, post-traumatic stress disorder, and pain (Kalmakis et al., 2017). A sample of
NPs, in a mid-southern state, reported the top five conditions seen in patients with a history of
childhood abuse were depression, anxiety, substance use disorder, post-traumatic stress disorder,
and obsessive-compulsive disorder (Branstetter et al., 2020). These conditions correspond with
the landmark ACE study which found a strong, graded, dose-response relationship between ACE
exposure and risk factors for depression and substance abuse (Felitti et al., 1998).
Furthermore, the study performed in a mid-southern state found a difference in the ACE
knowledge of NPs between those who routinely screened for childhood abuse in adult patients
and those who did not screen (Branstetter et al., 2020). NPs who routinely screened for
childhood abuse in adult patients had a higher ACE knowledge score. Within this NP sample,
psychiatric-mental health NPs ranked higher in the ACE knowledge questions compared to
family NPs (Branstetter et al., 2020). The author concluded that this finding was expected based
on the psychiatric-mental health NPs’ educational focus on trauma and ineffective coping in
adults (Branstetter et al., 2020).
Overall, respondents in both studies reported that there is a need to provide continuing
education to all NPs regarding screening adult patients for a history of childhood trauma or abuse
with in-person education as the preferred method of learning (Branstetter et al., 2020; Kalmakis
et al., 2017). In a northeastern state, participants in this study were also asked to indicate any
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formal training they had received regarding screening adult patients for a history of child abuse
(Kalmakis et al., 2017). Forty-seven percent reported receiving no education on screening their
adult patients for childhood trauma. Participants were also asked to indicate the best ways to
learn about screening adult patients for histories of childhood abuse. This resulted in 78% of
participants who favored in-person continuing education opportunities to learn more about
screening adult patients for childhood abuse (Kalmakis et al., 2017).
Attitudes
In addition to knowledge of the prevalence and impact of ACEs in adults, clinicians’
attitudes towards ACEs were found to be an important component for implementation of
childhood trauma or abuse screening in adult patients (Branstetter et al., 2020; Kalmakis et al.,
2017). In a study conducted in a northeastern state, Kalmakis (2017) found that NPs who
believed it was their responsibility to screen for a history of child abuse in their adult patients
were 12 times more likely to screen, compared to NPs who felt like it was a lesser part of their
role. Moreover, NPs who believed screening was useful to the patient were 10 times more likely
to screen for a history of child abuse in adult patients. Furthermore, NPs in different practice
settings had higher odds of screening for a history of child abuse in adult patients. For instance,
NPs practicing in community health centers had over four times the odds of usually/always
screening for a history of child abuse in adult patients compared to NPs from noncommunity
health centers (Kalmakis et al., 2017). As a result, NPs’ attitudes towards ACE screening and
their clinical settings should be further investigated to produce more information on NPs’ ACE
screening application in adult patients.
In a mid-southern state, 67.4% of 46 surveyed NPs reported it was their responsibility to
screen for childhood trauma or abuse in adult patients (Branstetter et al., 2020). According to this
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study, psychiatric-mental health NPs, who were also included in the NP sample, agreed an
important part of their role was to screen for childhood abuse in adult patients and that screening
for such childhood trauma was useful in their practice. The author concluded that this is expected
based on the psychiatric-mental health NPs’ educational focus on trauma and ineffective coping
in adults (Branstetter et al., 2020). However, due to these findings, information about clinicians’
ACE knowledge and attitudes across differing NP certifications and specialties (e.g., adultgerontology, emergency, family, psychiatric-mental health, women’s health, and chronic pain,
cardiac, internal medicine, college health) needs to be further researched before implementation
of ACE screening in adult patients can take place.
Self-efficacy
Lastly, a NP’s self-efficacy or confidence, was found to impact the NP’s ability to screen
for childhood trauma or abuse in adult patients. Self-efficacy is defined as beliefs in one’s
capabilities to organize and execute behaviors necessary to produce specific results (Bandura,
1997). This term reflects the level of confidence an individual has in their ability to perform a
specific action (Bandura, 1997). In the previously mentioned study conducted in a northeastern
state, NPs who were moderately or very confident in their ability to screen for a history of child
abuse were 13 times more likely to screen for abuse compared to those who were not at all or
only somewhat confident (Kalmakis et al., 2017). In addition to this, over half of the 188 NPs
surveyed reported that they were not at all or only somewhat confident in their ability to screen
for childhood abuse in adult patients (Kalmakis et al., 2017). Results were similar in a midsouthern state survey where 26.7% of 46 surveyed NPs reported they were not at all confident
with their ability to screen (Branstetter et al., 2020). Additionally, psychiatric-mental health NPs
were not only more knowledgeable about ACE screening but were also more confident in

15
screening for ACEs than the family NPs included in the study sample (Branstetter et al., 2020).
Possessing certain abilities, such as being well-informed, motivated to act and having the
necessary behavioral skills such as self-efficacy or confidence, allow an individual to be able to
perform a certain action or behavior (e.g., clinicians screening for ACEs related to childhood
trauma or abuse in adult patients) (Bandura, 1997; Fisher & Fisher, 1992; Fisher et al., 2003).
However, even if a clinician possesses the necessary behaviors to perform the ACE screening,
competing priorities within the clinic may interfere with the NP’s ability to screen. For example,
perceived barriers were found to be significantly correlated with the NP’s screening practices for
childhood abuse (Kalmakis et al., 2017). NPs who usually/always screen for a history of
childhood abuse reported time and discomfort with screening as a lesser barrier compared to NPs
who rarely or never/sometimes screen (Kalmakis et al., 2017). Barriers for screening patients
included lack of time, discomfort asking about a patient’s childhood trauma history, concern
about retraumatizing the patient, feeling like there was little the NP could do to help, and concern
about offending patients by screening for childhood trauma (Branstetter et al., 2020; Kalmakis et
al., 2017).
Upon recognizing the need to continue to assess the readiness of NPs to screen for ACEs
in all geographic regions, this project was undertaken to examine the knowledge, attitudes, and
self-efficacy of Tennessee NPs to see if correlations can be made with the intention to screen
adult patients for ACEs, also known as childhood trauma or abuse. Research showed a strong
correlation between ACEs and negative health outcomes throughout the lifespan. Because of this
connection, there is a need for further research examining clinicians’ knowledge, attitudes, and
self-efficacy or confidence to begin developing guidelines for routine ACE screening in adults
within the clinical setting. NPs who screened adult patients for childhood trauma had more

16
information about the prevalence and impact of ACEs, self-responsibility, and self-confidence
(Branstetter et al., 2020; Kalmakis et al., 2017). Therefore, the constructs of knowledge,
attitudes, and self-efficacy or confidence regarding the NP’s intention to screen adult patients for
ACEs related to childhood trauma or abuse in clinical practice will be explored.
Implementation
Despite the growing amount of research showing ACEs are associated with life-long,
negative health consequences in adults, research has found clinicians lack the knowledge,
appropriate attitudes, or skills such as self-efficacy or confidence to implement ACE screening in
adults within the clinical setting (Bora et al., 2021; Branstetter et al., 2020; Kalmakis et al., 2017;
Stork et al., 2020; Weinreb et al., 2010). A study consisting of primary care physicians found
that only 29% of participants screened adult patients for childhood trauma (Weinreb et al., 2010).
Additionally, a recent study reported that 81% of 217 surveyed physicians had never heard of the
ACE questionnaire (Stork et al., 2020). Though limited, some literature also showed the
feasibility or acceptability of applying routine ACE screening in daily clinical practice (Ford et
al., 2019; Glowa et al., 2016; Goldstein et al., 2017, 2019; Mersky et al., 2019). According to
research, reasons for the lack of implementation of ACE screening included the following:
limited clinician knowledge about the prevalence and impact of ACEs in adult patients,
clinicians’ concern over ACE screening being too invasive for their patients, lack of time to
screen their patients for childhood trauma, and lack of confidence regarding completing the ACE
screening process (Bora et al., 2021; Branstetter et al., 2020; Kalmakis et al., 2017; Rariden et
al., 2021; Stork et al., 2020; Weinreb et al., 2010).
Despite the self-reported perceived barriers, many primary care patients with a history of
ACEs self-reported willing to be screened by their providers for such neglect and abuse (Glowa
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et al., 2016; Goldstein et al., 2017; Mersky et al., 2019). Moreover, most patients expected that
their healthcare provider would be comfortable asking about ACEs and would be able to help
them with the problems that arise in adulthood from their exposure to childhood trauma or abuse
(Goldstein et al. 2017). Additionally, these studies explored provider acceptability and feasibility
of ACE screening in adults. After ACE screening was implemented, barriers previously reported
did not affect the patient or the provider (Glowa et al., 2016). For instance, clinicians reported
ACE screening did not change the care in the visit, only lengthening the visit by a total of five
minutes and provided new information about the patient that was useful to the provider (Glowa
et al., 2016). The literature review disclosed strong evidence regarding the clear impact,
prevalence, and definition of ACEs in the adult population. However, there is a lack of evidence,
which the project intends explore, regarding the number of studies examining NPs’ intention to
screen for ACEs related to childhood trauma or abuse in adult patients and the following
constructs: knowledge, attitudes, and self-efficacy or confidence. After summarizing the
literature, these clinician constructs must be understood to fully implement ACE screening in
adult patients (Branstetter et al., 2020; Kalmakis et al., 2017).
Theoretical Model
After theorists Fisher and Fisher critically appraised existing theories in social and health
psychology (e.g., the Theory of Planned Behavior and Social-Cognitive Theory), they sought to
create their own conceptually based, applicable model to determine constructs that influence the
performance of health behaviors that can either hinder or enhance an individual’s overall health
status (1992; Fisher et al., 2003). Their conceptualization of human immunodeficiency virus
(HIV) risk behavior change led to the development of the Information-Motivation-Behavioral
Skills (IMB) model which consists of three foundational constructs. Information, also known as
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knowledge, encompasses baseline knowledge about how to perform a preventative behavior and
an explanation as to why the behavior should be performed. Motivation, also known as attitudes,
is defined as social norms, personal attitudes, or even motivation towards performing the
behavior. Behavioral skills, also known as an individual’s objective abilities and sense of selfefficacy, describes an individual who is physically able to perform the health behavior, knows
how to perform the health behavior, and possesses a self-belief in their ability to perform the
behavior (Fisher & Fisher, 1992; Fisher et al., 2003).
The constructs of information, motivation, and behavioral skills work cohesively together
to affect a potential behavioral change (Fisher & Fisher, 1992; Fisher et al., 2003). For example,
information regarding HIV transmission and prevention of infection are vital preconditions of the
risk-reduction behavior process. Secondly, motivation affects whether one’s knowledge of HIV
prevention determines one’s actions regarding HIV risk-reduction behavior. Finally, behavioral
skills needed to perform the HIV risk-reduction behavior affects whether an adequately
informed, highly motivated individual will even perform the behavioral change. In summary, the
IMB model communicates that when individuals are adequately informed, highly motivated, and
have the necessary behavioral skills to perform the resulted practice, the individuals will be more
likely to perform the behavior (Fisher & Fisher, 1992; Fisher et al., 2003).
Despite evidence showing a strong, graded dose-response relationship between ACEs
related to childhood trauma or abuse and negative health outcomes in adults, familiarity and
clinical use of ACE screening is low among medical providers including NPs (Anda et al., 2006;
Bora et al., 2021; Branstetter et al., 2020; Dube et al., 2009; Dube et al., 2010; Felitti et al., 1998;
Gilbert et al., 2015; Kalmakis et al., 2017; Raposo et al., 2014; Stork et al., 2020; Tink et al.,
2017; Weinreb et al., 2010). While the IMB model’s original focus was on individuals receiving
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HIV care, in this project, the IMB model was applied through a provider’s perspective. The
investigator used the IMB model through a provider’s outlook to glean a better understanding
about the relationships between NPs’ knowledge, attitudes, self-efficacy, and the intended
behavior of screening for ACEs related to childhood trauma in adult patients. By assessing NPs’
knowledge, attitudes, and self-efficacy towards ACEs related to childhood trauma in adult
patients, the investigator was able to determine whether or not the intention to screen for ACEs
related to childhood trauma in adult patients is influenced by the lack or sufficiency of these IMB
model constructs. Theoretically, in the presence of adequate knowledge, motivating personal
attitudes, and a sense of self-efficacy or confidence, the overall behavioral change of screening
for ACEs related to childhood trauma in adult patients will occur.
In the present conceptualization of this scholarly project, information referred to
knowledge, motivation referred to personal attitudes, and behavioral skills referred to selfefficacy. First, the information construct included assessing Tennessee NPs’ baseline knowledge
of ACE prevalence rates in adult patients, which were compared to the original ACE study
sample (CDC, 2021a; Felitti et al., 1998). Additionally, Tennessee NPs’ knowledge of the impact
of childhood trauma in adult patients was measured by the NP listing common medical
conditions diagnosed in adult patients who may have a history of childhood abuse. In accordance
with the IMB model, these common conditions seen by a NP in adult patients with a history of
childhood abuse represented a reasonable indication for the NP to perform the ACE screening
behavior. Secondly, the motivation construct utilized the Tennessee NPs’ personal and social
attitudes towards screening adult patients for a history of ACEs related to childhood trauma (e.g.,
the NP’s perceived role to screen and the NP’s belief on the usefulness to the patient to screen).
Finally, the behavioral skills construct for this scholarly project employed a Tennessee NPs’
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confidence to screen and utilize the information of ACE screening related to childhood trauma in
adult patients. Furthermore, these responses of the NPs’ confidence were also used in
determining a NPs’ self-efficacy as one’s belief in their own ability to perform the childhood
trauma screening behavior.
Possessing certain abilities (e.g., well-informed and motivated to act) and the necessary
behavioral skills (e.g., self-efficacy or confidence) allow an individual to be able to perform a
certain behavior (Fisher & Fisher, 1992; Fisher et al., 2003). For this scholarly project, these
constructs were utilized as a framework to evaluate the intended behavior of Tennessee NPs’
screening for ACEs related to childhood trauma or abuse in adult patients. However, even if a
clinician possesses the necessary behaviors to perform the ACE screening related to childhood
trauma in adult patients, competing priorities in the clinical environment may interfere with the
NP’s ability to screen (Branstetter et al., 2020; Kalmakis et al., 2017). Therefore, the project also
explored the relationship between a NPs’ sense of self-efficacy to perform ACE screening
related to childhood trauma in adult patients and self-reported clinical barriers to screening.
Lastly, for this scholarly project, the IMB model figure was excluded from the appendices to
abide by copyright requirements. However, the constructs of the IMB model and the usage of the
model’s constructs in this project are thoroughly explained above.
Project Design
A cross-sectional, exploratory design was used to examine the association of NPs’ ACE
screening knowledge, attitudes, and self-efficacy or confidence on the intention to screen for
ACEs related to childhood trauma or abuse in adult patients. Therefore, the study was
categorized as nursing research due to its focus on producing possible explanations for current
NP ACE screening intentions (Moran, 2020). A reliable survey previously used in a northeastern
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state to examine NP practices, skills, attitudes, and perceived barriers associated with screening
adult patients for childhood abuse was employed in this project (Kalmakis et al., 2017). The
questionnaire utilized was adapted and used with permission, to survey Tennessee NPs for this
project. After the project was verified as exempted from full review by the Belmont University
Institutional Review Board in May 2021, the online web-based survey was sent to a purposive,
convenience sample of licensed NPs across regions of Tennessee from September to November
2021. Participation in the survey was voluntary and all responses were anonymous resulting in
de-identified demographic information. The survey results were later analyzed to assess for any
correlations with Tennessee NPs’ ACE knowledge, attitudes, and self-efficacy or confidence on
the Tennessee NPs’ intention to screen for ACEs related to childhood trauma in adult patients.
Clinical Setting
The study was conducted solely through a cross-sectional, online web-based survey that
was accessed by NPs across the state of Tennessee. The investigator utilized NP organizations
across multiple regions of Tennessee to get a demographically representative NP practice setting.
Despite the review of evidence revealing screening for ACEs related to childhood trauma
generally being performed in the primary care practice setting, the project investigator did not
limit the study setting to primary care NP practice settings (Branstetter et al., 2020; Kalmakis et
al., 2017; Weinreb et al., 2010). Regardless of the NP’s clinical setting, the focus of the study
was to assess the knowledge, attitudes, and self-efficacy or confidence of Tennessee NPs
regarding their intention to screen for ACEs related to childhood trauma in adult patients.
Therefore, the project’s survey was broadly available to NPs associated with certain Tennessee
NP organizations.
Project Population
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According to the Tennessee Board of Nursing annual report, there are approximately
14,528 NPs licensed to practice in Tennessee (2022). Currently, Tennessee NPs have restricted
practice and require physician supervision (AANP, 2021). To become a NP in Tennessee,
requirements include having an active registered nurse license, having graduated from an
accredited NP program, and having a national certification as a NP (AANP, 2021). Therefore,
results may be generalizable to NPs in states with similar practice environments. To participate
in the project’s survey, the individual met inclusion criteria including being an actively
practicing, licensed NP that cares for adult patients in Tennessee. Thus, the exclusion criteria
included: the NP was retired and no longer practicing, the NP was not currently practicing in
Tennessee, the NP does not see adults in their practice, or the NP who does not hold an active
Tennessee NP license.
In order to get a demographically representative sample, the investigator sent out an
initial letter of invitation to recruit survey participants from multiple NP organizations across
north, south, east and west regions of Tennessee (See Appendix A). After agreeing to share the
investigator’s survey, leaders of the NP organizations were sent letters of agreement stating they
would share the investigator’s survey with their organization members (See Appendix B).
Therefore, NPs involved in the organizations wherein the survey was shared were among those
who had an opportunity to participate in the sample.
Sources of Data/Data Collection Instruments
The study utilized a reliable survey that was previously used in a northeastern state to
examine NP practices, skills, attitudes, and perceived barriers associated with screening adult
patients for childhood abuse (Kalmakis et al., 2017). In this survey, Cronbach’s alpha was used
to compute score reliability. Dichotomous variables, such as rarely or never/sometimes and
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usually/always, were created to describe childhood abuse screening practices with new and
returning patients (Kalmakis et al., 2017). For this criterion, the Cronbach’s alpha score was
.785. Additionally, for the questions regarding barriers to screening for childhood abuse, a
Cronbach’s alpha score resulted in a range of .719 to .768 (Kalmakis et al., 2017). After the
investigator received approval from the author, this questionnaire was adapted and used to
survey Tennessee NPs for the goal of this project (See Appendix C).
Participants spent approximately 15 minutes completing questions about their childhood
trauma screening intentions in adult patients, knowledge of childhood trauma prevalence and
impact in adult patients, personal attitudes towards screening for childhood trauma in adult
patients, and their self-efficacy or confidence to screen for this trauma in adult patients.
Additionally, participants answered questions regarding clinical barriers that may or may not
prevent them to screen for ACEs related to childhood trauma in adult patients. Next, participants
answered questions regarding their personal and NP practice demographics. Finally, participants
answered questions about ever having received any formal training regarding childhood trauma
screening in adult patients and what educational format would allow them to learn more about
this type of screening.
Specific adaptations of the survey included removal of the following: the NP’s personal
or known history of someone with childhood trauma, the NP’s response to a patient when they
reveal their childhood abuse history, and a space provided at the end of the survey for the
participant to provide comments or feedback to share with the investigator. The northeastern
state’s name in the original survey was also removed and changed to Tennessee. In addition,
questions were reformatted for clearer interpretation such as “what do you think is the best way
to learn about screening adult patients for a history of childhood abuse” to “which of the
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following formats would you choose for learning more about screening adult patients for a
history of childhood abuse?” Also, one exclusion criterion was modified from “I have not yet
finished my NP education” to “I do not have an active Tennessee nurse practitioner license.”
Furthermore, the phrase “in your practice” was added to assess a NPs’ belief regarding the
percent of their patients who reported they were survivors of childhood physical or sexual abuse.
For the demographics section of the survey, “are you Spanish/Hispanic/Latino” was grouped into
“please indicate whether you consider yourself: White, African American, Asian, Native
American, or other (please specify).” Finally, a demographics survey question was added to ask
the Tennessee NP what specialty they are currently working in.
Data Collection Process/Procedures
Participation in this study required the completion of the Qualtrics online web-based
survey, which was shared with participating NP organizations across Tennessee from September
5th, 2021, to November 19th, 2021. A survey link was given to participating members via their
NP organizations’ webpage or emailed to members directly by NP leaders of the organizations.
Clicking on the survey link prompted entry into the Qualtrics online web-based survey. Survey
participants were asked to agree to voluntary participation after reviewing the exempt research
survey informed consent form (See Appendix D). All participants were able to voluntarily exit
the survey at any time. Participants who agreed to voluntary participation were able to continue
with the survey questions. Those who disagreed to voluntary participation had their responses
recorded and were unable to continue with the survey.
In order to explain the purpose and voluntary consent of the project’s survey, a letter of
invitation with the survey link was sent to participating NP organizations (See Appendix E). All
responses were stored as anonymous, de-identified data on Qualtrics’ secure, online database
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which was also password protected. Only the primary investigator and project’s team members
had access to this data. To boost survey responses, a monetary incentive of Apple AirPods Pro
headphones was provided to a participant who was randomly selected among those who
completed the survey in full. Reminder emails were also sent to participating organizations in
mid-October and again in November to improve the survey response rate (See Appendix F).
After the data collection period ended, survey results were analyzed to assess for any correlations
between Tennessee NPs’ ACE knowledge, attitudes, and self-efficacy or confidence and their
intention to screen for ACEs related to childhood trauma in adult patients.
Data Analysis
Survey responses were exported into an Excel document from the Qualtrics database for
data cleaning then imported into Statistical Packages for Social Sciences (SPSS) 28.0 software to
perform statistical analyses. The NP’s intention to screen for ACEs related to childhood trauma
in the four adult patient categories was the dependent variable (e.g., adult female patients at new
visits, adult male patients at new visits, adult female patients at follow-up visits, and adult male
patients at follow-up visits). As previously done in a northeastern state study, dichotomous
variables were created regarding the NP’s screening intentions for childhood trauma as rarely or
never/sometimes and usually/always (Kalmakis et al., 2017). Knowledge, attitudes, self-efficacy
or confidence, and self-reported barriers to screen of the NPs were the independent variables.
These variables were grouped into categorical data by their Likert scale. These Likert scale
groupings, such as rarely or never/sometimes or usually/always and not at all/somewhat or
moderately/very confident among the survey responses allowed for data analysis using chisquare statistical testing. This chi-square statistical testing was utilized to determine correlations
among the survey responses between NPs’ intention to screen for ACEs related to childhood
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trauma in adult patients and NPs’ knowledge, attitudes, and self-efficacy or confidence.
Furthermore, chi-square statistical testing determined the extent to which the intention to
screen adults for ACEs related to childhood trauma align with individual self-reported barriers to
screen and if these barriers are associated with current knowledge, attitudes, and self-efficacy or
confidence of Tennessee NPs. Statistical significance was set at an alpha level of 0.05. When
chi-square tests generated statistically significant results (e.g., p = < 0.05), post hoc analysis tests
were run to identify specific differences in the correlational data. These post-hoc analyses were
based on the potential to illuminate the analysis which were only completed if the statistical
significance was there. Additionally, descriptive statistics were also used to determine survey
participants’ demographics and NP practice characteristics. Using these responses in NP
characteristics, the NPs’ specialties were correlated with the NPs’ intention to screen for ACEs
related to childhood trauma using descriptive statistics. In conclusion, this design allowed for the
project’s purpose to be completed by determining if the sufficiency or lack of Tennessee NPs’
knowledge, attitudes, and self-efficacy directly influence intentions to screen for ACEs related to
childhood trauma or abuse in adult patients.
Results
Overall, the total number of participants who accessed the project’s survey was 252,
however, 174 respondents were included in the final data analysis sample (N = 174). Several
survey responses were omitted from the final analysis. First, out of the 252 participants who
accessed the survey, only 244 participants continued with the survey after agreeing to the
questionnaire’s voluntary participation requirement. Secondly, 31 survey participants aligned
with the project’s exclusion criteria. For example, seven NPs indicated they were retired and no
longer practicing, 13 NPs reported not currently practicing in Tennessee, five NPs specified not
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seeing adult patients in their practice, and six NPs selected not having an active Tennessee NP
license. Thirdly, one survey response was removed because of the participant’s simultaneous
selection of the following criteria: “I do not have an active Tennessee nurse practitioner license”
and “none of the above apply to me.” Of these 212 survey responses, only 207 participants met
the project’s inclusion criteria by selecting “none of the above apply to me.” Furthermore, only
197 survey participants continued with the survey after answering the inclusion criteria
questions. An additional 23 survey responses were removed from the final data analysis sample
for failing to complete a significant portion of the survey. This resulted in 174 survey responses
that were included in the final data analysis sample (N = 174).
Sample Characteristics
Demographic information and Tennessee NP characteristics collected included gender,
ethnicity, what year the NP completed their NP education, practice structure along with location,
NP certification, and NP specialty (Table 1). Within the sample (N = 166), the majority of
participants reported being female (92.2%, n = 153) and White (85.5%, n = 142). Years during
which the NP completed their NP education were grouped by the primary investigator according
to the participants’ write-in responses (N = 164). A total of 58 survey participants completed
their NP education before the year 2010 (35.4%, n = 58), while 106 survey participants
completed their NP education after the year 2010 (64.6%, n = 106). Regarding NP practice
structure (N = 165), most of the survey participants selected single specialty group (21.2%, n =
35). Additionally, some participants selected the “other (please specify)” option and wrote in
their NP practice structure (17.0%, n = 28). Within this sample (n = 28), other responses were
home health, long-term care facilities, health departments, hospitalist services, and urgent care.
For NP practice location (N = 166), most participants selected urban (41.6%, n = 69), while other
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participants selected rural/small town (29.5%, n = 49) or suburban (28.9%, n = 48).
For NP certification (N = 166), most participants were certified as a Family Nurse
Practitioner (74.6%, n = 124). Other participants were certified as Adult Nurse Practitioner
(7.8%, n = 13), Mental Health Nurse Practitioner (2.4%, n = 4), and Gerontological Nurse
Practitioner (1.2%, n = 2). Additionally, some participants selected the “other (please specify)”
option and wrote in their NP certification (13.8%, n = 23). Within this sample (n = 23), these
write-in responses were grouped by the primary investigator into Acute Care Nurse Practitioner
(n = 6), Adult-Gerontology Acute Care Nurse Practitioner (n = 6), and Dual-Certified Nurse
Practitioner (n = 8). Some write-in responses were excluded from these groupings since they
were not considered certifications (n = 3) (e.g., gastroenterology, long-term care, and substance
abuse). Dual-certifications listed within this sample included Psychiatric-Mental Health Nurse
Practitioner/Family Nurse Practitioner, Women’s Health Nurse Practitioner/Adult-Gerontology
Nurse Practitioner, and Adult-Gerontology Acute Care Nurse Practitioner/Emergency Nurse
Practitioner.
For NP specialty (N = 166), most participants specialized in primary care (36.7%, n =
61). Some participants specialized in urgent care (6.6%, n = 11) and college health (6.6%, n =
11). Additionally, many participants selected the “other (please specify)” option and wrote in
their NP specialty (33.7%, n = 56). As previously done with the NP certifications, the primary
investigator also grouped the participants by their NP specialty write-in responses. Within this
sample (n = 56), specialty responses were grouped into Acute Inpatient/Critical Care (n = 13)
and Ambulatory/Outpatient Care (n = 32). Other responses were unclear as to whether they were
Acute Inpatient/Critical Care or Ambulatory/Outpatient Care such as pulmonology, psychiatry,
rheumatology, neurology, and gastroenterology (n = 11). Groupings for the year in which the NP
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completed their NP education, NP certification, and NP specialty were arranged by the primary
investigator based on the participants’ write-in responses. Furthermore, the original groupings
are available for review upon request.
Nurse Practitioner Screening of Childhood Trauma in Adult Patients
Of the 174 participants included in the final data analysis sample (N = 174), some
participants (24.7%, n = 43) reported usually/always screening for any history of childhood
physical or sexual abuse in new female patients, while most participants reported rarely or
never/sometimes screening for this history (75.3%, n = 131) (Table 2). For female patients at
follow-up visits, few participants (9.8%, n = 17) reported usually/always screening for any
history of childhood physical or sexual abuse, while the majority of participants reported rarely
or never/sometimes screening for this history (90.2%, n = 157). For male patients at new visits,
some participants (16.7%, n = 29) reported usually/always screening for any history of childhood
physical or sexual abuse, while most participants reported rarely or never/sometimes screening
for this history (83.3%, n = 145). For male patients at follow-up visits, few participants (8.0%, n
= 14) reported usually/always screening for any history of childhood physical or sexual abuse,
while the majority of participants reported rarely or never/sometimes screening for this history
(92.0%, n = 160). Additionally, NP screening intentions and their selected NP specialty were
analyzed with descriptive statistics (Table 3). Within this sample (N = 166), participants who
selected chronic pain as their NP specialty had higher means in their screening intentions for
adult female patients at new visits and adult male patients at new visits (M = 2.50, SD = 2.121, n
= 2).
Nurse Practitioner Knowledge and Screening of Childhood Trauma in Adult Patients
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When asked what percent of adult female patients in their practice report that they are
survivors of childhood physical or sexual abuse (N = 174), most NPs reported < 10% of their
female patients are survivors of childhood abuse or selected “don’t know” as their response
(59.8%, n = 104); while some selected > 10% (40.2%, n = 70). When asked what percent of adult
male patients in their practice report that they are survivors of childhood physical or sexual abuse
(N = 174), most NPs reported < 10% of their male patients are survivors of childhood abuse or
selected “don’t know” as their response (82.8%, n = 144); while few selected > 10% (17.2%, n =
30).
Three out of the four survey questions measuring the participants’ knowledge of
childhood physical and sexual abuse in adult patients at their practice and its relationship to NP
screening of this history resulted in statistical significance in the chi-square analysis (p = <.001)
(Table 4). This statistical significance occurred across three patient categories (e.g., female
patients at new visits, male patients at new visits, and male patients at follow-up visits). A
statistically significant association was seen between the two knowledge-level groups of NPs
(e.g., those who reported < 10% or “don’t know” and those who reported > 10% of their female
patients are survivors of childhood abuse) and the two groups of NPs who rarely or
never/sometimes and usually/always screen for a childhood abuse history in female patients at
new visits (OR = 31.452, 95% CI [10.416, 94.967], χ2 (1) = 60.498, p = <.001, 𝛷 = .590). See
Table 4 for further details on the association between NPs’ knowledge of childhood abuse
history in adult patients at their practice and the NPs’ screening for this history at new and
follow-up patient visits.
Furthermore, NPs’ knowledge of the impact of childhood trauma in adult patients was
measured by the NP listing common medical conditions seen in adult patients who may have a
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history of childhood abuse. Participants’ responses for the four conditions they commonly see in
adult patients where a history of childhood abuse might be suspected included the following:
depression (126), anxiety (117), post-traumatic stress disorder (48), and substance
abuse/substance use disorder (28). Other responses from participants included obesity (21),
alcoholism/alcohol abuse (17), drug abuse (16), eating disorders/disordered eating (16), bipolar
disorder/bipolar (12), and suicidal ideations/suicidal thoughts/suicidal (10). Groupings were
categorized by the primary investigator based on the participants’ write-in responses and the
original groupings are available for review upon request.
Finally, two “select all that apply” questions measured the participants’ formal training in
adult childhood trauma screening and preferred educational formats to learn more about this
screening (Table 5). Most of the sample (N = 204) reported receiving formal training for
childhood abuse screening in adult patients in their NP program (32.8%, n = 67). For the NPs’
preferred method for learning more about childhood abuse screening in adult patients, most of
the participants (N = 297) selected online educational modules (38.7%, n = 115). Nine
participants selected the “other (please specify)” option and suggested other educational formats
such as on-site behavioral health workshops, scholarly articles or books, simulation or
experiential learning activities, and no preferences.
Nurse Practitioner Attitudes and Screening of Childhood Trauma in Adult Patients
When participants were asked to what extent of their NP role is to screen for a history of
childhood abuse in adult female patients (N = 170), most participants reported it was a
moderate/great extent of their role to screen for childhood physical abuse (70.6%, n = 120) and
childhood sexual abuse (74.1%, n = 126). In adult male patients, most participants reported it
was a moderate/great extent of their role to screen for childhood physical abuse (68.2%, n = 116)
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and childhood sexual abuse (72.9%, n = 124). When participants were asked how useful it is to
the patient for the NP to screen for a history of childhood abuse in female patients (N = 170),
most reported it was moderately/very useful to screen for childhood physical abuse (74.1%, n =
126) and childhood sexual abuse (75.3%, n = 128). In adult male patients, most participants
reported it was moderately/very useful to screen for childhood physical abuse (74.7%, n = 127)
and childhood sexual abuse (74.7%, n = 127).
Some questions measuring the participants’ attitudes towards screening for childhood
physical and sexual abuse in adult patients and its relationship to NP screening of this history
resulted in varying statistical significance in the chi-square analysis (p = <.001) (Table 6). A
statistically significant association was seen between the groups of NPs who perceived it was a
part of their role to screen for a history of childhood physical abuse in adult female patients (e.g.,
those who reported not at all/small extent of their role and those who reported moderate/great
extent of their role) and the groups of NPs who rarely or never/sometimes and usually/always
screen for this history in female patients at new visits (OR = 25.430, 95% CI [3.389, 190.839],
χ2 (1) = 19.631, p = <.001, 𝛷 = .340). See Table 6 for further details on how NPs’ attitudes
towards their role to screen for a history of childhood trauma in adult patients is associated with
NPs’ screening for this history at new and follow-up patient visits.
Additionally, a statistically significant association was seen between the groups of NPs
who presumed it was useful to the patient to screen for a history of childhood sexual abuse in
adult male patients (e.g., those who reported not at all/somewhat useful and those who reported
moderately/very useful) and the groups of NPs who rarely or never/sometimes and
usually/always screen for this history at new visits (OR = 11.340, 95% CI [1.492, 86.189],
χ2 (1) = 8.371, p = .004, Φ = .222). See Table 7 for further details on how NPs’ attitudes towards
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the usefulness to screen for a history of childhood trauma in adult patients is associated with
NPs’ screening for this history at new and follow-up patient visits.
Nurse Practitioner Self-efficacy and Screening of Childhood Trauma in Adult Patients
When participants were asked how confident they were in their ability to screen for a
history of childhood physical abuse in female patients (N = 170), most participants reported they
were not at all/somewhat confident in their ability to screen adult female patients for physical
abuse (60.6%, n = 103) and sexual abuse (61.2%, n = 104). In male patients (N = 170), most
participants reported they were not at all/somewhat confident in their ability to screen for
physical abuse (62.4%, n = 106) and sexual abuse (62.4%, n = 106). When participants were
asked how confident they were in their ability to use information about screening for a history of
childhood physical or sexual abuse in adult female patients (N = 169), most participants reported
they were not at all/somewhat confident in their ability to use information about screening for
physical abuse (59.2%, n = 100) and sexual abuse (60.4%, n = 102). In adult male patients (N =
169), most participants reported they were not at all/somewhat confident in their ability to use
information about screening for physical abuse (60.4%, n = 102) and sexual abuse (60.9%, n =
103).
All survey questions measuring the participants’ self-efficacy or confidence to screen for
childhood physical and sexual abuse in adult patients and its relationship to NP screening of this
history resulted in statistical significance in the chi-square analysis (p = <.001). This statistical
significance occurred across all four patient categories (e.g., female patients at new visits, female
patients at follow-up visits, male patients at new visits, and male patients at follow-up visits). A
statistically significant association was seen between the groups of NPs who reported they were
not at all/somewhat confident and those who reported they were moderately/very confident in
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their ability to screen their adult male patients for a history of physical abuse at new visits and
NPs who rarely or never/sometimes and usually/always screen for this history (OR = 22.009,
95% CI [6.287, 77.046], χ2 (1) = 38.079, p = <.001, 𝛷 =.473). See Table 8 for further details on
how NPs’ confidence towards their ability to screen for a history of childhood abuse in adult
patients and its association with NPs’ screening for this history at new and follow-up visits.
Additionally, a statistically significant association was seen between the groups of NPs
who reported they were not at all/somewhat confident and those who reported they were
moderately/very confident in their ability to use information about screening their adult female
patients for a history of sexual abuse at new visits and NPs who rarely or never/sometimes and
usually/always screen (OR = 14.844, 95% CI [6.005, 36.693], χ2 (1) = 44.582, p = <.001,
𝛷=.514). See Table 9 for further details on how NPs’ confidence in their ability to use
information about screening for a history of childhood abuse in adult patients and its association
with NPs’ screening for this history at new and follow-up patient visits.
Nurse Practitioner Barriers and Screening of Childhood Trauma in Adult Patients
When participants were asked to report to what extent proposed barriers may interfere
with screening adult patients for a history of childhood physical or sexual abuse (N = 166), most
NPs reported major barriers were not enough time to fully evaluate or counsel victims of
childhood abuse (76.5%, n = 127) and not enough time to ask about a history of childhood abuse
(53.6%, n = 89). Many participants reported no reimbursement to the NP for screening for
childhood abuse (80.1%, n = 133) and a history of childhood abuse is not a medical problem
(74.7%, n = 124) were not barriers for screening adult patients for a history of childhood physical
or sexual abuse.
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Five barriers were associated with NP screening of childhood physical and sexual abuse
in adult female patients at new visits which resulted in varying statistical significance in the chisquare analysis (Table 10). Barriers that were associated with this screening were 1) not enough
time to ask about a history of childhood abuse (p = .011), 2) uncomfortable inquiring about
psychosocial issues (p = .005), 3) there is little the NP can do to help those patients who have
revealed a history of childhood abuse (p = .009), 4) the NPs’ concern about offending their
patients by asking about a possible history of childhood abuse (p = .005), and 5) no
reimbursement to the NP for screening for childhood abuse (p = .028). See Table 10 for further
details on how NPs’ self-reported barriers towards their ability to screen for a history of
childhood abuse in adult patients and its association with NPs’ screening for this history at new
and follow-up visits.
Discussion
Despite the prevalence of ACEs, lifelong negative health outcomes of ACEs, and recent
Tennessee state funding appointed for ACE awareness, this project found that few Tennessee
NPs perform ACE screening in adult patients. Furthermore, Tennessee NPs’ knowledge,
attitudes, and self-efficacy were associated with the NPs’ intention to screen. Even if a NP
possesses these qualities which make them more likely to screen for ACEs in adult patients,
results indicated specific barriers interfere with the NP’s capacity to screen. Nevertheless,
findings from this project align with previous studies indicating that healthcare providers do not
routinely screen for ACEs in adult patients and common clinician barriers interfere with
screening (Bora et al., 2021; Branstetter et al., 2020; Kalmakis et al., 2017; Stork et al., 2020;
Weinreb et al., 2010). Overall, this project expanded the research exploring associations between
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NPs’ knowledge, attitudes, and self-efficacy regarding ACE screening along with the NPs’
intention to screen for ACEs related to childhood trauma in adult patients.
Compared to results from previous studies in different states, ACE screening rates in
adult patients differed in Tennessee NPs. In a northeastern state, 34% of the 188 NPs reported
usually/always screening, while only 24.7% of the 174 Tennessee NPs reported usually/always
screening in new female patients and 16.7% in new male patients for a history of childhood
abuse (Kalmakis et al., 2017). In a mid-southern state, 15% of the 46 NPs routinely screened
adult patients for this history as well (Branstetter et al., 2020). These results suggest that NP
ACE screening rates in adult patients vary across regions of the U.S. Additionally, NPs in this
project who selected chronic pain as their specialty had higher means in their ACE screening
intentions for new adult patients. Due to these findings, information about NPs’ ACE knowledge,
attitudes, and self-efficacy across differing NP specialties or more regions of the U.S. could be
further studied to understand the lack of implementation of ACE screening in adult patients.
Tennessee NPs’ knowledge of the impact of ACEs related to childhood trauma in adult
patients aligned with the landmark ACE study and previous NP studies (Branstetter et al., 2020;
Felitti et al., 1998; Kalmakis et al., 2017). Even though Tennessee NPs were knowledgeable
about medical conditions diagnosed in adult patients with a suspected history of childhood abuse,
their knowledge of ACE prevalence rates contrasted significantly. Compared with prevalence
estimates taken from the original ACE study sample (i.e., 27% of women along with 29.9% of
men reported childhood physical abuse and 24.7% of women as well as 16% of men reported
childhood sexual abuse), only 40.2% of the 174 NPs in this project suspected >10% of their adult
female patients were survivors of childhood abuse (CDC, 2021a; Felitti et al., 1998). For their
adult male patients, just 17.2% of the 174 NPs presume > 10% were survivors of childhood
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abuse. Moreover, NPs who perceived > 10% of their adult female patients were survivors of
childhood abuse were 31 times more likely to screen for a history of childhood physical or sexual
abuse in new female patients than the NPs who selected otherwise. These results not only
highlight the importance of educating NPs on ACE prevalence rates in adults, but also propose
that a NP who is adequately informed about the prevalence rates of ACEs in adult patients may
be more likely to perform ACE screening in adult patients.
In conjunction with knowledge, NP attitudes towards ACE screening in adult patients
were correlated with the intention to screen adult patients for ACEs. Despite ACE screening
being low among respondents, many NPs reported it was a moderate/great extent of their role to
screen or it was moderately/very useful to the patient to screen. Those who possessed these
attitudes of personal responsibility and social responsibility regarding their role to screen for
ACEs in adult patients reported higher ACE screening rates. For instance, NPs who believed it
was a moderate/great extent of their role to screen for childhood physical abuse were 25 times
more likely to screen for this history in new female patients than NPs who reported otherwise.
Furthermore, NPs who believe it is moderately/very useful to the patient to screen for childhood
sexual abuse were 11 times more likely to screen for this history in new male patients than NPs
who selected differently. These findings suggest a highly motivated NP with a sense of personal
and social responsibility may be more likely to perform ACE screening in adult patients. These
findings also corresponded with results from a northeastern state where NPs who believed it was
a moderate/great extent of their role to screen or felt screening was moderately/very useful to the
patient were also more likely to screen (Kalmakis et al., 2017).
Accompanying knowledge and attitudes, the NPs’ self-efficacy to screen for ACEs
correlated with the intention to screen adult patients for childhood trauma. In fact, all survey
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questions measuring the participants’ self-efficacy to screen for childhood abuse in adult patients
and its relationship to NP screening of this history resulted in statistically significant
associations. Although the constructs of knowledge and attitudes relate to ACE screening
intentions, these findings suggest that the construct of self-efficacy significantly impacts the
NPs’ ability to screen. For instance, in new male patients, NPs who were moderately/very
confident in their ability to screen for childhood sexual abuse were 22 times more likely to
screen and NPs who were moderately/very confident in their ability to use information regarding
screening for childhood sexual abuse were 32 times more likely to screen than NPs who selected
otherwise. These findings suggest a NP who possesses the objective ability to perform ACE
screening and the perception to adequately utilize information about ACE screening may be
more likely to perform ACE screening in adult patients. However, certain barriers interfere with
the NP’s ability to screen for ACEs in adult patients. Predominantly, NPs reported time
constraints as a major barrier to screening. These findings were like those reported by NPs in a
northeastern and mid-southern state (Branstetter et al., 2020; Kalmakis et al., 2017). Moreover,
these findings suggest those within the health profession must seek out streamlined, proficient
ACE screening tools for their practice.
Limitations
Though the results of this study clearly add to the knowledge regarding NPs’ intention to
screen for ACEs, there are several limitations to discuss. First, in terms of generalizability,
purposive, convenience sampling was used to recruit NPs within Tennessee. Since NPs in
Tennessee are restricted in NP practice, results of this project may not be highly generalizable to
others. Also, the Tennessee NP sample included in this project is less than the projected number
of licensed NPs in the state, therefore, this study may not reflect actual TN NPs’ ACE screening
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rates in adult patients. Secondly, even though the project’s survey was reliable, it did not include
other ACE defined screening categories such as neglect, witnessing violence, and growing up in
a household with substance misuse, mental health problems, or instability due to parental
separation or incarceration of a parent (CDC, 2021b). Thirdly, the investigator was unable to
infer how the patient categories were collapsed in the original survey. Therefore, for this project,
the survey was adapted and left with uncombined patient categories (e.g., female patients at new
visits, female patients at follow-up visits, male patients at new visits, and male patients at followup visits). As comparisons were made between this project and previous studies, new patient
categories were utilized for clearer correlations among the discussion. This decision to compare
with new patient categories was made due to ACE screening often occurring at initial visits with
new patients rather than at follow-up visits. Lastly, the timing of this project occurred
simultaneously with the coronavirus disease 2019 (COVID-19) pandemic. Even though this cooccurrence was unavoidable by the primary investigator, there is a possibility that the response
rate was affected by the COVID-19 pandemic.
Implications for Practice
To motivate the implementation of ACE screening into practice, NPs’ knowledge,
attitudes, and self-efficacy regarding ACE screening in adult patients must be addressed.
Collectively, NPs in this project and previous studies reported the need for continuing education
to NPs about screening adult patients for ACEs (Branstetter et al., 2020; Kalmakis et al., 2017).
However, in-person education was selected as the preferred method of learning in the previous
studies, while most participants in this project selected online educational modules. This contrast
of in-person learning, and online educational modules could be due to the transitional
consequences of educational delivery during the COVID-19 pandemic. Regardless, online
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educational modules covering ACE screening in adult patients for NPs could be highly
accessible and meet this educational need. Moreover, recent research suggests that the COVID19 pandemic has heightened the risk for some children to experience an ACE as parental mental
health diagnoses, substance abuse, and job loss rates rise (Bryant et al., 2020; Panchal et al.,
2021). Consequently, the COVID-19 pandemic may indicate an increased urgency for NPs to be
trained in screening future adult patients for ACEs related to childhood trauma.
In addition to developing educational modules addressing the lack of NP knowledge
about the prevalence of ACEs and their impact, NP attitudes and self-efficacy towards ACE
screening should be evaluated in these training sessions. NPs should be informed that many adult
primary care patients with a history of ACEs are not only willing to be screened by their
providers for this history but also expect their provider to be comfortable with ACE screening
and anticipate that providers will help them with problems that arise from exposure to ACEs
(Glowa et al., 2016; Goldstein et al., 2017; Mersky et al., 2019). It is notable that the NP may not
have time to address their own knowledge, attitudes, and self-efficacy regarding ACE screening
due to clinical time being devoted to addressing the needs of patients. Even so, the NP is not
called to become an expert on ACEs, however, healthcare providers are highly encouraged to
simply learn about ACEs, recognize the power they have to impact a patient’s health through
their knowledge of ACEs, and begin the process of asking patients about their exposure to ACEs
(AAFP, 2019; AAP, 2014a, 2014b; Bryan et al., 2019; Hinesley & Krist, 2020). Because 89% of
the NP population are prepared in primary care and many chronic diseases routinely seen in
primary care patients are associated with ACEs, it is imperative that NPs learn about ACE
information, become motivated to screen for ACEs, and acquire the behavioral skills to screen
for ACEs in adult patients (AANP, 2022; Jelley et al., 2020).
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Conclusion
Along with new information regarding Tennessee NPs’ knowledge, attitudes, and selfefficacy regarding ACE screening intentions, results of this project add to current research
confirming that familiarity and clinical use of ACE screening is lacking among healthcare
providers. Among Tennessee NPs, ACE screening in adult patients not only varies in comparison
to previous studies but is also associated with limited knowledge, personal attitudes, objective
abilities, perceptions of self-efficacy, and competing clinical priorities. Results from this
scholarly project could be utilized in further research to identify ways to expand NP knowledge
about the prevalence and impact of ACEs in adult patients, motivate NPs’ personal attitudes of
perceived role to screen and usefulness to screen, and increase NPs’ confidence to screen and
utilize ACE screening information.

42
References
Afifi, T. O., Sareen, J., Fortier, J., Taillieu, T., Turner, S., Cheung, K., & Henriksen, C. A.
(2017). Child maltreatment and eating disorders among men and women in adulthood:
Results from a nationally representative United States sample. International Journal of
Eating Disorders, 50(11), 1281–1296. https://doi.org/10.1002/eat.22783
American Academy of Family Physicians. (2019). Adverse childhood experiences.
https://www.aafp.org/about/policies/all/adverse-childhood-experiences.html
American Academy of Pediatrics. (2014a). Addressing adverse childhood experiences and other
types of trauma in the primary care setting. https://downloads.aap.org/AAP/PDF/
ttb_addressing_aces.pdf
American Academy of Pediatrics. (2014b). Adverse childhood experiences and the lifelong
consequences of trauma. https://downloads.aap.org/AAP/PDF/ttb_aces_
consequences.pdf
American Association of Nurse Practitioners. (2021). Tennessee [Fact Sheet]. https://storage.
aanp.org/www/documents/state-fact-sheets/tennessee.pdf
American Association of Nurse Practitioners. (2022). Nurse practitioners in primary care.
https://www.aanp.org/advocacy/advocacy-resource/position-statements/nursepractitioners-in-primary-care
Anda, R. F., Felitti, V. J., Bremner, J. D., Walker, J. D., Whitfield, C., Perry, B. D., Dube, S. R.,
& Giles, W. H. (2006). The enduring effects of abuse and related adverse experiences in
childhood: A convergence of evidence from neurobiology and epidemiology. European
Archives of Psychiatry and Clinical Neuroscience, 256(3), 174–186.
https://doi.org/10.1007/s00406-005-0624-4

43
Anda, R. F., Porter, L. E., & Brown, D. W. (2020). Inside the adverse childhood experience
score: Strengths, limitations, and misapplications. American Journal of Preventive
Medicine, 59(2), 293–295. https://doi.org/10.1016/j.amepre.2020.01.009
Austin, A., Herrick, H., Proescholdbell, S., & Simmons, J. (2016). Disability and exposure to
high levels of adverse childhood experiences: Effect on health and risk behavior. North
Carolina Medical Journal, 77(1), 30–36. https://doi.org/10.18043/ncm.77.1.30
Bandura, A. (1997). Self-efficacy: The exercise of control. W.H. Freeman and Company.
Bellis, M. A., Hughes, K., Ford, K., Rodriguez, G. R., Sethi, D., & Passmore, J. (2019). Life
course health consequences and associated annual costs of adverse childhood experiences
across Europe and North America: A systematic review and meta-analysis. The Lancet
Public Health, 4(10), e517–e528. https://doi.org/10.1016/S2468-2667(19)30145-8
Bora, N., Jones, T. R., Salada, K., & Brummel, M. (2021). Inter-clinician variability in primary
care providers’ adverse childhood experience knowledge, training, screening practices,
and perceived intervention barriers: An exploratory cross-sectional study. Journal of
Childhood & Adolescent Trauma. https://doi.org/10.1007/s40653-021-00365-x
Branstetter, M. L., Garrett-Wright, D., & Padgett, B. (2020). Adverse childhood experiences:
Missed opportunities by nurse practitioners to screen adult clients. Journal of
Psychosocial Nursing and Mental Health Services, 58(3), 20–27. https://doi.org/10.3928/
02793695-20191118-01
Bryan, R. H. (2019). Getting to why: Adverse childhood experiences’ impact on adult health.
The Journal for Nurse Practitioners, 15(2), 153-157. https://doi.org/10.1016/
j.nurpra.2018.09.012
Bryant, D. J., Oo, M., & Damian, A. J. (2020). The rise of adverse childhood experiences during

44
the COVID-19 pandemic. Psychological Trauma: Theory, Research, Practice, and
Policy, 12(S1), S193–S194. https://doi.org/10.1037/tra0000711
Centers for Disease Control and Prevention. (2019a). Adverse childhood experiences (ACEs):
Preventing early trauma to improve adult health. https://www.cdc.gov/vitalsigns/aces/
pdf/vs-1105-aces-H.pdf
Centers for Disease Control and Prevention. (2019b). Preventing adverse childhood experiences
(ACEs): Leveraging the best available evidence. https://www.cdc.gov/violence
prevention/pdf/preventingACES.pdf
Centers for Disease Control and Prevention. (2020). Behavioral risk factor surveillance system
ACE data. https://www.cdc.gov/violenceprevention/aces/ace-brfss.html
Centers for Disease Control and Prevention. (2021a). About the CDC-Kaiser ACE study.
https://www.cdc.gov/violenceprevention/aces/about.html
Centers for Disease Control and Prevention. (2021b). Preventing adverse childhood experiences.
https://www.cdc.gov/violenceprevention/aces/fastfact.html
Chanlongbutra, A., Singh, G. K., & Mueller, C. D. (2018). Adverse childhood experiences,
health-related quality of life, and chronic disease risks in rural areas of the United States.
Journal of Environmental and Public Health, 2018, 7151297.https://doi.org/
10.1155/2018/7151297
Dube, S. R., Fairweather, D., Pearson, W. S., Felitti, V. J., Anda, R. F., & Croft, J. B. (2009).
Cumulative childhood stress and autoimmune diseases in adults. Psychosomatic
Medicine, 71(2), 243–250. https://doi.org/10.1097/PSY.0b013e3181907888
Dube, S. R., Cook, M. L., & Edwards, V. J. (2010). Health-related outcomes of adverse
childhood experiences in Texas, 2002. Preventing Chronic Disease, 7(3), A52.

45
Felitti, V. J., Anda, R. F., Nordenberg, D., Williamson, D. F., Spitz, A. M., Edwards, V., Koss,
M. P., & Marks, J. S. (1998). Relationship of childhood abuse and household dysfunction
to many of the leading causes of death in adults. The adverse childhood experiences
(ACE) study. American Journal of Preventive Medicine, 14(4), 245–258.
https://doi.org/10.1016/s0749-3797(98)00017-8
Fisher, J. D., & Fisher, W. A. (1992). Changing AIDS-risk behavior. Psychological
Bulletin, 111(3), 455–474. https://doi.org/10.1037/0033-2909.111.3.455
Fisher, W., Fisher, J., & Harman, J. (2003). The information-motivation-behavioral skills model:
A general social psychological approach to understanding promoting health behavior. In
J. Suls & K. A. Wallston (Eds.), Social psychological foundations of health and illness
(pp. 82 - 106). Wiley-Blackwell.
Ford, K., Hughes, K., Hardcastle, K., Di Lemma, L. C. G., Davies, A. R., Edwards, S., & Bellis,
M. A. (2019). The evidence base for routine enquiry into adverse childhood experiences:
A scoping review. Child Abuse & Neglect. 91, 131–146. https://doi.org/10.1016/
j.chiabu.2019.03.007
Gilbert, L. K., Breiding, M. J., Merrick, M. T., Thompson, W. W., Ford, D. C., Dhingra, S. S., &
Parks, S. E. (2015). Childhood adversity and adult chronic disease: An update from ten
states and the District of Columbia, 2010. American Journal of Preventive Medicine,
48(3), 345–349. https://doi.org/10.1016/j.amepre.2014.09.006
Glowa, P. T., Olson, A. L., & Johnson, D. J. (2016). Screening for adverse childhood
experiences in a family medicine setting: A feasibility study. Journal of the
American Board of Family Medicine, 29(3), 303–307. https://doi.org/10.3122/
jabfm.2016.03.150310

46
Goldstein, E. Athale, N., Sciolla, A., & Catz, S. (2017). Patient preferences for discussing
childhood trauma in primary care. The Permanente Journal, 21, 16–055.
https://doi.org/10.7812/TPP/16-055
Goldstein, E., Topitzes, J., Birstler, J., & Brown, R. L. (2019). Addressing adverse childhood
experiences and health risk behaviors among low-income, Black primary care patients:
Testing feasibility of a motivation-based intervention. General Hospital Psychiatry, 56,
1–8. https://doi.org/10.1016/j.genhosppsych.2018.10.007
Hinesley, J., & Krist, A. (2020). A primary care approach to adverse childhood experiences.
American Family Physician, 102(1), 55–57.
Jelley, M., Wen, F., Miller-Cribbs, J., Coon, K., & Rodriguez, K. (2020). Adverse childhood
experiences, other psychosocial sources of adversity, and quality of life in vulnerable
primary care patients. The Permanente Journal, 24, 18.277. https://doi.org/10.7812/
TPP/18.277
Kalmakis, K. A., Chandler, G. E., Roberts, S. J., & Leung, K. (2017). Nurse practitioner
screening for childhood adversity among adult primary care patients: A mixed-method
study. Journal of the American Association of Nurse Practitioners, 29(1), 35–45.
https://doi.org/10.1002/2327-6924.12378
Mersky, J. P., Plummer Lee, C. T., & Gilbert, R. M. (2019). Client and provider discomfort with
an adverse childhood experiences survey. American Journal of Preventive Medicine,
57(2), e51-e58. https://doi.org/10.1016/j.amepre.2019.02.026
Moran, K. (2020). Developing the DNP Project. In Moran, K., Burson, R., & Conrad, D. (Eds.),
The Doctor of Nursing practice project (3rd ed., pp. 121-153). Jones & Bartlett Learning.
Panchal, N., Kamal, R., Cox, C., & Garfield, R. (2021). The implications of COVID-19 for

47
mental health and substance use. Kaiser Family Foundation. https://www.kff.org/
coronavirus-covid-19/issue-brief/the-implications-of-covid-19-for-mental-health-andsubstance-use/
Raposo, S. M., Mackenzie, C. S., Henriksen, C. A., & Afifi, T. O. (2014). Time does not heal all
wounds: Older adults who experienced childhood adversities have higher odds of mood,
anxiety, and personality disorders. American Journal Geriatric Psychiatry, 22(11), 1241–
1250. https://doi.org/10.1016/j.jagp.2013.04.009
Rariden, C., SmithBattle, L., Yoo, J. H., Cibulka, N., & Loman, D. Screening for adverse
childhood experiences: Literature review and practice implications. The Journal for
Nurse Practitioners. 17(1), 98–104. https://doi.org/10.1016/j.nurpra.2020.08.002
State of California Department of Health Care Services. (2021). Benefits of screening for ACEs:
Screening can mitigate toxic stress and improve health outcomes. https://www.aces
aware.org/learn-about-screening/benefits-of-ace-screening/#
Stork, B. R., Akselberg, N. J., Qin, Y., & Miller, D. C. (2020). Adverse childhood experiences
(ACEs) and community physicians: What we've learned. The Permanente Journal. 24,
19.099. https://doi.org/10.7812/TPP/19.099
Suglia, S. F., Koenen, K. C., Boynton-Jarrett, R., Chan, P. S., Clark, C. J., Danese, A., Faith, M.
S., Goldstein, B. I., Hayman, L. L., Isasi, C. R., Pratt, C. A., Slopen, N., Sumner, J. A.,
Turer, A., Turer, C. B., Zachariah, J. P. & American Heart Association Council on
Epidemiology and Prevention; Council on Cardiovascular Disease in the Young; Council
on Functional Genomics and Translational Biology; Council on Cardiovascular and
Stroke Nursing; and Council on Quality of Care and Outcomes Research. (2018).
Childhood and adolescent adversity and cardiometabolic outcomes: A scientific

48
statement from the American Heart Association. Circulation, 137(5), e15–e28.
https://doi.org/10.1161/CIR.0000000000000536
Tennessee Board of Nursing. (2022). Annual Report. https://www.tn.gov/content/dam/tn/health/
healthprofboards/nursing/reports/Nursing%20ED%20Annual%20Report%202022.pdf
Tennessee Commission on Children and Youth. (2018). TN ACEs Handout.
https://www.tn.gov/content/dam/tn/tccy/documents/ace/ACEs-Handout.pdf
Tink, W., Tink, J. C., Turin, T. C., & Kelly, M. (2017). Adverse childhood experiences: Survey
of resident practice, knowledge, and attitude. Family Medicine, 49(1), 7–13.
United Health Foundation. (2021). America’s health rankings annual report 2021: Adverse
childhood experiences in Tennessee. https://www.americashealthrankings.org/explore
/annual/measure/ACEs_8/state/TN
Weinreb, L., Savageau, J. A., Candib, L. M., Reed, G. W., Fletcher, K. E., & Hargraves, J. L.
(2010). Screening for childhood trauma in adult primary care patients: A cross-sectional
survey. Primary Care Companion to the Journal of Clinical Psychiatry, 12(6),
PCC.10m00950. https://doi.org/10.4088/PCC.10m00950blu

49
Table 1
Sample Demographics and Nurse Practitioner Characteristics Frequencies
Demographics and characteristics

n

%

Female

153

92.2

Male

13

7.8

White

142

85.5

African American

16

9.6

Asian

1

0.6

Native American

2

1.2

Spanish/Hispanic/Latino

5

3.0

Other (please specify):

2

1.2

58

35.4

106

64.6

Solo practice

31

18.8

Multispecialty group

15

9.1

Single specialty group

35

21.2

11

6.7

31

18.8

College health

14

8.5

Other (please specify):

28

17.0

Urban

69

41.6

Suburban

48

28.9

Rural/Small Town

49

29.5

Gender

Ethnicity

Year Nurse Practitioner Education
Completed
1985 - 2010
2011 - 2021
Practice Structure

Community health center
(FQHC/Section 330)
Hospital-based clinic

Practice Location

50

Nurse Practitioner Certification
Adult Nurse Practitioner

13

7.8

124

74.6

Gerontological Nurse Practitioner

2

1.2

Mental Health Nurse Practitioner

4

2.4

Other (please specify):

23

13.8

Primary care

61

36.7

Oncology

4

2.4

Emergency room

3

1.8

Chronic pain

2

1.2

Internal medicine

7

4.2

Urgent care

11

6.6

Cardiac

6

3.6

College health

11

6.6

No specialty

5

3.0

Other (please specify):

56

33.7

Family Nurse Practitioner

Nurse Practitioner Specialty

Note. “N” varied for each of the participants’ responses within the total sample. First, N = 166 for
ethnicity, however, participants had the option to “select all that apply.” Therefore, the sample’s
percentages do not add up to 100%. Second, N = 166 for gender, N = 164 for year in which NP
education was completed, N = 165 for nurse practitioner structure, and N = 166 for nurse
practitioner practice location, certification, and specialty.
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Table 2
Frequencies for Nurse Practitioner Screening of Childhood Abuse History in Adult Patients (N =
174)
Intention to Screen for Childhood Abuse in Adult Patients
Gender and Visit Variables

Female patients at new visits
Female patients at follow-up
visits
Male patients at new visits
Male patients at follow-up
visits

Rarely or never/sometimes

Usually/always

n

%

n

%

131

75.3

43

24.7

157

90.2

17

9.8

145

83.3

29

16.7

160

92.0

14

8.0
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Table 3
Means, Standard Deviations, and Sample Size of Nurse Practitioner Specialties and Nurse
Practitioner Intention to Screen for Childhood Abuse in Adult Patients (N = 166)

Nurse Practitioner Specialty

Intention to Screen for Childhood Abuse in Adult
Female Patients at New Visits
M

SD

n

Primary Care

1.85

1.062

61

Oncology

1.25

.500

4

Emergency Room

1.67

.577

3

Chronic Pain

2.50

2.121

2

Internal Medicine

1.71

.951

7

Urgent Care

1.18

.405

11

Cardiac

1.17

.408

6

College Health

1.45

.934

11

No Specialty

1.80

1.095

5

Other (please specify):

2.14

1.242

56

Nurse Practitioner Specialty

Intention to Screen for Childhood Abuse in Adult
Female Patients at Follow-up Visits
M

SD

n

Primary Care

1.61

.842

61

Oncology

1.00

.000

4

Emergency Room

1.67

1.155

3

Chronic Pain

1.00

.000

2

Internal Medicine

1.57

.787

7

53
Urgent Care

1.18

.405

11

Cardiac

1.00

.000

6

College Health

1.18

.405

11

No Specialty

1.40

.548

5

Other (please specify):

1.71

.929

56

Nurse Practitioner Specialty

Intention to Screen for Childhood Abuse in Adult Male
Patients at New Visits
M

SD

n

Primary Care

1.69

.958

61

Oncology

1.00

.000

4

Emergency Room

1.67

.577

3

Chronic Pain

2.50

2.121

2

Internal Medicine

1.29

.488

7

Urgent Care

1.09

.302

11

Cardiac

1.17

.408

6

College Health

1.18

.405

11

No Specialty

1.40

.548

5

Other (please specify):

2.07

1.219

56

Nurse Practitioner Specialty

Intention to Screen for Childhood Abuse in Adult Male
Patients at Follow-up Visits
M

Primary Care

1.46

SD
.697

n
61

54
Oncology

1.00

.000

4

Emergency Room

1.67

1.155

3

Chronic Pain

1.00

.000

2

Internal Medicine

1.43

.535

7

Urgent Care

1.09

.302

11

Cardiac

1.00

.000

6

College Health

1.00

.000

11

No Specialty

1.20

.447

5

Other (please specify):

1.66

.920

56
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Table 4
Chi-square Results for Nurse Practitioner Knowledge of Childhood Abuse and Nurse
Practitioner Intention to Screen for Childhood Abuse in Adult Patients (N = 174)
Intention to Screen for Childhood Abuse
in
Percentages of Adult Female Patients
Presumed to have a Childhood Abuse
History in Nurse Practitioner’s Practice

Adult Female Patients at New Visits
Rarely or
never/sometimes

Usually/always

n

%

n

%

< 10% and “don’t know”

100

96.2

4

3.8

>10%

31

44.3

39

55.7

χ2 (1)

p

Phi

OR

60.498

<.001

.590

95% CI

31.452 (10.416
–
94.967)

Adult Female Patients at Follow-up
Visits
< 10% and “don’t know”

104

100.0

0

0.0

>10%

53

75.7

17

24.3

Note. In adult female patients at follow-up visits, no inferential statistics were computed due to
“0” cell counts.

Intention to Screen for Childhood
Abuse in
Percentages of Adult Male Patients
Presumed to have a Childhood Abuse
History in Nurse Practitioner’s Practice

Adult Male Patients at New Visits
Rarely or
never/sometimes
n

%

Usually/always
n

%

56
< 10% and “don’t know”

133

92.4

11

7.6

>10%

12

40.0

18

60.0

χ2 (1)

p

Phi

OR

95% CI

49.010

<.001

.531

18.136

(6.980
–
47.121)

Adult Male Patients at Follow-up
Visits
< 10% and “don’t know”

139

96.5

5

3.5

>10%

21

70.0

9

30.0

χ2 (1)

p

Phi

OR

95% CI

23.615

<.001*

.368

11.914

(3.641
–
38.992)

Note. *Fisher’s exact significance value was utilized.
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Table 5
Frequency Results for Nurse Practitioner Education of Childhood Abuse Screening in Adult
Patients and Nurse Practitioner Preferred Method for Learning More About Childhood Abuse
Screening in Adult Patients
Education and preferred method of learning

n

%

No training

50

24.5

Nursing school training

38

18.6

Nurse practitioner program training

67

32.8

Continuing education training

49

24.0

87

29.3

115

38.7

7

2.4

34

11.4

Written materials

45

15.2

Other (please specify):

9

3.0

Education of Childhood Abuse Screening

Preferred Method of Learning about Childhood
Abuse Screening
In-person CME lecture (local, regional,
or national presentation)
Online educational modules
CD/DVD educational modules
Small group workshops

Note. Due to participants failing to complete a significant portion of the survey which resulted in
missing data, “N” varied for each of the participants’ responses within the total sample.
Therefore, percentages were calculated based on the varying total sample amounts (e.g., N = 204
for education on childhood abuse screening in adult patients, N = 297 for preferred method of
learning about childhood abuse screening in adult patients).
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Table 6
Chi-square Results for Nurse Practitioner Attitude of Perceived Role in Screening for Childhood
Abuse and Nurse Practitioner Intention to Screen for Childhood Abuse in Adult Patients (N =
170)
Intention to Screen for Childhood Abuse in
Extent to which the Nurse
Practitioner Believes it is their
Role to Screen for Childhood
Physical Abuse in Adult Female
Patients

Adult Female Patients at New Visits
Rarely or
never/sometimes

Usually/always

n

%

n

%

Not at all/small extent

49

98.0

1

2.0

Moderate/great extent

79

65.8

41

34.2

χ2 (1)

p

Phi

OR

95% CI

19.631

<.001

.340

25.430

(3.389 –
190.839)

Adult Female Patients at Follow-up Visits
Not at all/small extent

50

100.0

0

0.0

Moderate/great extent

103

85.8

17

14.2

Note. In adult female patients at follow-up visits, no inferential statistics were computed due to
“0” cell counts.

Intention to Screen for Childhood Abuse in
Extent to which the Nurse
Practitioner Believes it is their
Role to Screen for Childhood
Sexual Abuse in Adult Female
Patients

Not at all/small extent

Adult Female Patients at New Visits
Rarely or
never/sometimes

Usually/always

n

%

n

%

43

97.7

1

2.3

59

Moderate/great extent

85

67.5

41

32.5

χ2 (1)

p

Phi

OR

95% CI

16.060

<.001

.307

20.741

(2.759 –
155.939)

Adult Female Patients at Follow-up Visits
Not at all/small extent

44

100.0

0

0.0

Moderate/great extent

109

86.5

17

13.5

Note. In adult female patients at follow-up visits, no inferential statistics were computed due to
“0” cell counts.

Intention to Screen for Childhood Abuse in
Extent to which the Nurse
Practitioner Believes it is their
Role to Screen for Childhood
Physical Abuse in Adult Male
Patients

Adult Male Patients at New Visits
Rarely or
never/sometimes

Usually/always

n

%

n

%

Not at all/small extent

54

100.0

0

0.0

Moderate/great extent

88

75.9

28

24.1

Adult Male Patients at Follow-up Visits
Not at all/small extent

54

100.0

0

0.0

Moderate/great extent

102

87.9

14

12.1

Note. In adult male patients at new and follow-up visits, no inferential statistics were computed
due to “0” cell counts.

Extent to which the Nurse
Practitioner Believes it is their

Intention to Screen for Childhood Abuse in
Adult Male Patients at New Visits
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Role to Screen for Childhood
Sexual Abuse in Adult Male
Patients

Rarely or
never/sometimes

Usually/always

n

%

n

%

Not at all/small extent

46

100.0

0

0.0

Moderate/great extent

96

77.4

28

22.6

Adult Male Patients at Follow-up Visits
Not at all/small extent

46

100.0

0

0.0

Moderate/great extent

110

88.7

14

11.3

Note. In adult male patients at new and follow-up visits, no inferential statistics were computed
due to “0” cell counts.
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Table 7
Chi-square Results for Nurse Practitioner Attitude of Usefulness Towards Childhood Abuse
Screening and Nurse Practitioner Intention to Screen for Childhood Abuse in Adult Patients (N
= 170)
Intention to Screen for Childhood Abuse in
Extent to which the Nurse
Practitioner Believes it is Useful
to Screen for Childhood
Physical Abuse in Adult Female
Patients

Adult Female Patients at New Visits
Rarely or
never/sometimes

Usually/always

n

%

n

%

Not at all/somewhat useful

44

100.0

0

0.0

Moderately/very useful

84

66.7

42

33.3

Adult Female Patients at Follow-up Visits
Not at all/somewhat useful

43

97.7

1

2.3

Moderately/very useful

110

87.3

16

12.7

χ2 (1)

p

Phi

OR

95% CI

3.939

.075*

.152

6.255

(.805 –
48.624)

Note. *Fisher’s exact significance value was utilized. In adult female patients at new visits, no
inferential statistics were computed due to “0” cell counts.

Intention to Screen for Childhood Abuse in
Extent to which the Nurse
Practitioner Believes it is Useful
to Screen for Childhood Sexual
Abuse in Adult Female Patients

Adult Female Patients at New Visits
Rarely or
never/sometimes
n

%

Usually/always
n

%

62

Not at all/somewhat useful

42

100.0

0

0.0

Moderately/very useful

86

67.2

42

32.8

Adult Female Patients at Follow-up Visits
Not at all/somewhat useful

41

97.6

1

2.4

Moderately/very useful

112

87.5

16

12.5

χ2 (1)

p

Phi

OR

95% CI

3.598

.075*

.145

5.857

(.753 –
45.576)

Note. *Fisher’s exact significance value was utilized. In adult female patients at new visits, no
inferential statistics were computed due to “0” cell counts.

Intention to Screen for Childhood Abuse in
Extent to which the Nurse
Practitioner Believes it is Useful
to Screen for Childhood
Physical Abuse in Adult Male
Patients

Adult Male Patients at New Visits
Rarely or
never/sometimes

Usually/always

n

%

n

%

Not at all/somewhat useful

43

100.0

0

0.0

Moderately/very useful

99

78.0

28

22.0

Adult Male Patients at Follow-up Visits
Not at all/somewhat useful

42

97.7

1

2.3

Moderately/very useful

114

89.8

13

10.2

χ2 (1)

p

Phi

OR

95% CI

2.660

.195*

.125

4.789

(.608 –
37.747)

Note. *Fisher’s exact significance value was utilized. In adult male patients at new visits, no
inferential statistics were computed due to “0” cell counts.
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Intention to Screen for Childhood Abuse in
Extent to which the Nurse
Practitioner Believes it is Useful
to Screen for Childhood Sexual
Abuse in Adult Male Patients

Adult Male Patients at New Visits
Rarely or
never/sometimes

Usually/always

n

%

n

%

Not at all/somewhat useful

42

97.7

1

2.3

Moderately/very useful

100

78.7

27

21.3

χ2 (1)

p

Phi

OR

95% CI

8.371

.004

.222

11.340

(1.492 –
86.189)

Adult Male Patients at Follow-up Visits
Not at all/somewhat useful

42

97.7

1

2.3

Moderately/very useful

114

89.8

13

10.2

χ2 (1)

𝑝

Phi

OR

95% CI

2.660

.195*

.125

4.789

(.608 –
37.747)

Note. *Fisher’s exact significance value was utilized.
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Table 8
Chi-square Results for Nurse Practitioner Confidence in Ability to Screen for Childhood Abuse
and Nurse Practitioner Intention to Screen for Childhood Abuse in Adult Patients (N = 170)
Intention to Screen for Childhood Abuse in
How Confident the Nurse
Practitioner is in their Ability to
Screen for Childhood Physical
Abuse in Adult Female Patients

Adult Female Patients at New Visits
Rarely or
never/sometimes

Usually/always

n

%

n

%

Not at all/somewhat confident

96

93.2

7

6.8

Moderately/very confident

32

47.8

35

52.2

χ2 (1)

p

Phi

OR

95% CI

45.064

<.001

.515

15.000

(6.070 –
37.070)

Adult Female Patients at Follow-up Visits
Not at all/somewhat confident

101

98.1

2

1.9

Moderately/very confident

52

77.6

15

22.4

χ2 (1)

p

Phi

OR

95% CI

18.856

<.001

.333

14.567

(3.209 –
66.131)

Intention to Screen for Childhood Abuse in
How Confident the Nurse
Practitioner is in their Ability to
Screen for Childhood Sexual
Abuse in Adult Female Patients

Adult Female Patients at New Visits
Rarely or
never/sometimes
n

%

Usually/always
n

%

65

Not at all/somewhat confident

97

93.3

7

6.7

Moderately/very confident

31

47.0

35

53.0

χ2 (1)

p

Phi

OR

95% CI

46.529

<.001

.523

15.645

(6.319 –
38.739)

Adult Female Patients at Follow-up Visits
Not at all/somewhat confident

102

98.1

2

1.9

Moderately/very confident

51

77.3

15

22.7

χ2 (1)

p

Phi

OR

95% CI

19.417

<.001

.338

15.000

(3.303 –
68.119)

Intention to Screen for Childhood Abuse in
Adult Male Patients at New Visits
How Confident the Nurse
Practitioner is in their Ability to
Screen for Childhood Physical
Abuse in Adult Male Patients

Rarely or
never/sometimes

Usually/always

n

%

n

%

Not at all/somewhat confident

103

97.2

3

2.8

Moderately/very confident

39

60.9

25

39.1

χ2 (1)

p

Phi

OR

95% CI

38.079

<.001

.473

22.009

(6.287 –
77.046)

Adult Male Patients at Follow-up Visits
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Not at all/somewhat confident

104

98.1

2

1.9

Moderately/very confident

52

81.3

12

18.8

χ2 (1)

p

Phi

OR

95% CI

15.016

<.001

.297

12.000

(2.589 –
55.613)

Intention to Screen for Childhood Abuse in
How Confident the Nurse
Practitioner is in their Ability to
Screen for Childhood Sexual
Abuse in Adult Male Patients

Adult Male Patients at New Visits
Rarely or
never/sometimes

Usually/always

n

%

n

%

Not at all/somewhat confident

103

97.2

3

2.8

Moderately/very confident

39

60.9

25

39.1

χ2 (1)

p

Phi

OR

95% CI

38.079

<.001

.473

22.009

(6.287 –
77.046)

Adult Male Patients at Follow-up Visits
Not at all/somewhat confident

104

98.1

2

1.9

Moderately/very confident

52

81.3

12

18.8

χ2 (1)

p

Phi

OR

95% CI

15.016

<.001

.297

12.000

(2.589 –
55.613)
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Table 9
Chi-square Results for Nurse Practitioner Confidence in Ability to Use Information Regarding
Childhood Abuse Screening and Nurse Practitioner Intention to Screen for Childhood Abuse in
Adult Patients (N = 170)

How Confident the Nurse
Practitioner is in their Ability to
Use Information Regarding
Screening for Childhood
Physical Abuse in Adult Female
Patients

Intention to Screen for Childhood Abuse in
Adult Female Patients at New Visits
Rarely or
never/sometimes

Usually/always

n

%

n

%

Not at all/somewhat confident

93

93.0

7

7.0

Moderately/very confident

34

49.3

35

50.7

χ2 (1)

p

Phi

OR

95% CI

41.796

<.001

.497

13.676

(5.552 –
33.691)

Adult Female Patients at Follow-up Visits
Not at all/somewhat confident

98

98.0

2

2.0

Moderately/very confident

54

78.3

15

21.7

χ2 (1)

p

Phi

OR

95% CI

17.583

<.001

.323

13.611

(3.000 –
61.758)

How Confident the Nurse
Practitioner is in their Ability to
Use Information Regarding
Screening for Childhood Sexual
Abuse in Adult Female Patients

Intention to Screen for Childhood Abuse in
Adult Female Patients at New Visits
Rarely or
never/sometimes

Usually/always

68

n

%

n

%

Not at all/somewhat confident

95

93.1

7

6.9

Moderately/very confident

32

47.8

35

52.2

χ2 (1)

p

Phi

OR

95% CI

44.582

<.001

.514

14.844

(6.005 –
36.693)

Adult Female Patients at Follow-up Visits
Not at all/somewhat confident

100

98.0

2

2.0

Moderately/very confident

52

77.6

15

22.4

χ2 (1)

p

Phi

OR

95% CI

18.650

<.001

.332

14.423

(3.177 –
65.484)

How Confident the Nurse
Practitioner is in their Ability to
Use Information Regarding
Screening for Childhood
Physical Abuse in Adult Male
Patients

Intention to Screen for Childhood Abuse in
Adult Male Patients at New Visits
Rarely or
never/sometimes

Usually/always

n

%

n

%

Not at all/somewhat confident

100

98.0

2

2.0

Moderately/very confident

41

61.2

26

38.8

χ2 (1)

p

Phi

OR

95% CI

39.714

<.001

.485

31.707

(7.193 –
139.768)
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Adult Male Patients at Follow-up Visits
Not at all/somewhat confident

100

98.0

2

2.0

Moderately/very confident

55

82.1

12

17.9

χ2 (1)

p

Phi

OR

95% CI

13.540

<.001

.283

10.909

(2.356 –
50.515)

Note. In male patients at new and follow-up visits, N = 169.

Intention to Screen for Childhood Abuse in
How Confident the Nurse
Practitioner is in their Ability to
Use Information Regarding
Screening for Childhood Sexual
Abuse in Adult Male Patients

Adult Male Patients at New Visits
Rarely or
never/sometimes

Usually/always

n

%

n

%

Not at all/somewhat confident

101

98.1

2

1.9

Moderately/very confident

40

60.6

26

39.4

χ2 (1)

p

Phi

OR

95% CI

40.817

<.001

.491

32.825

(7.442 –
144.791)

Adult Male Patients at Follow-up Visits
Not at all/somewhat confident

101

98.1

2

1.9

Moderately/very confident

54

81.8

12

18.2

χ2 (1)

p

Phi

OR

95% CI

13.963

<.001

.287

11.222

(2.423 –
51.981)

Note. In male patients at new and follow-up visits, N = 169.
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Table 10
Chi-square Results with Post-hoc Analysis for Nurse Practitioner Barriers and Childhood
Trauma Screening in Adult Patients (N = 166)

Barriers

Intention to Screen for Childhood
Abuse in Adult Female Patients at
New Visits
Rarely or
never/sometimes
n

%

Usually/always
n

%

1. Not enough time to
ask about a history of
childhood abuse.
Major barrier

74a

83.1

15b

16.9

Minor barrier

38a

71.7

15a

28.3

Not a barrier

13a

54.2

11b

45.8

2. Not enough time to
fully evaluate or
counsel victims of
childhood abuse.
Major barrier

100

78.7

27

21.3

Minor barrier

17

65.4

9

34.6

Not a barrier

8

61.5

5

38.5

3. Uncomfortable
inquiring about
psychosocial issues.
Major barrier

21a

84.0

4a

16.0

χ2 (2)

p

Phi

9.079

.011

.234

3.506

.146*

.145

10.594

.005

.253

71

Minor barrier

58a

85.3

10b

14.7

Not a barrier

46a

63.0

27b

37.0

Major barrier

9

100.0

0

0.0

Minor barrier

30

85.7

5

14.3

Not a barrier

86

70.5

36

29.5

4. The women I see as
patients are unlikely
to have been victims
of childhood abuse.

5. The men I see as
patients are unlikely
victims of childhood
abuse.
Major barrier

8

88.9

1

11.1

Minor barrier

35

87.5

5

12.5

Not a barrier

82

70.1

35

29.9

6. A history of
childhood abuse is not
a medical problem.
Major barrier

17

94.4

1

5.6

Minor barrier

18

75.0

6

25.0

Not a barrier

90

72.6

34

27.4

7. Concern that asking
about an abuse history
may re-traumatize my
patient.

5.805

.054*

.187

4.041

.130*

.156

4.075

.130

.157

72

Major barrier

30

88.2

4

11.8

Minor barrier

53

73.6

19

26.4

Not a barrier

42

70.0

18

30.0

8. There is little I can
do to help those
patients who have
revealed a history of
childhood abuse.
Major barrier

20a

90.9

2a

9.1

Minor barrier

53a

82.8

11a

17.2

Not a barrier

52a

65.0

28b

35.0

9. Concern about
offending my patients
by asking about a
possible history of
childhood abuse.
Major barrier

27a

93.1

2b

6.9

Minor barrier

49a

80.3

12a

19.7

Not a barrier

49a

64.5

27b

35.5

10. No reimbursement
to me for screening
for childhood abuse.
Major barrier

7a

63.6

4a

36.4

Minor barrier

21a

95.5

1b

4.5

9.388

.009

.238

10.561

.005

.252

6.010

.028*

.190

73

Not a barrier

97a

72.9

36a

27.1

11. Difficult to verify
reports of histories of
childhood abuse.
Major barrier

20

83.3

4

16.7

Minor barrier

40

80.0

10

20.0

Not a barrier

65

70.7

27

29.3

12. Competing
multiple primary care
recommendations.
Major barrier

39

73.6

14

26.4

Minor barrier

34

73.9

12

26.1

Not a barrier

52

77.6

15

22.4

2.495

.287

.123

.324

.850

.044

Note. *Fisher’s exact significance value was utilized. Each subscript letter denotes a subset of
intention to screen for childhood abuse in adult female patients at new visit categories whose
column proportions do not differ significantly from each other at the .05 level. In barriers with
“0” cell counts, no inferential statistics were calculated.

Barriers

Intention to Screen for Childhood
Abuse in Adult Female Patients at
Follow-up Visits
Rarely or
never/sometimes
n

%

Usually/always

n

%

χ2 (2)

p

Phi

74
1. Not enough time to
ask about a history of
childhood abuse.
Major barrier

84a

94.4

5a

5.6

Minor barrier

49a

92.5

4a

7.5

Not a barrier

17a

70.8

7b

29.2

2. Not enough time to
fully evaluate or
counsel victims of
childhood abuse.
Major barrier

119a

93.7

8b

6.3

Minor barrier

21a

80.8

5a

19.2

Not a barrier

10a

76.9

3a

23.1

3. Uncomfortable
inquiring about
psychosocial issues.
Major barrier

23

92.0

2

8.0

Minor barrier

64

94.1

4

5.9

Not a barrier

63

86.3

10

13.7

Major barrier

9

100.0

0

0.0

Minor barrier

34

97.1

1

2.9

4. The women I see as
patients are unlikely
to have been victims
of childhood abuse.

12.426

.005*

.274

7.068

.020*

.206

2.560

.300*

.124

75

Not a barrier

107

87.7

15

12.3

5. The men I see as
patients are unlikely
victims of childhood
abuse.
Major barrier

8

88.9

1

11.1

Minor barrier

39

97.5

1

2.5

Not a barrier

103

88.0

14

12.0

Major barrier

18

100.0

0

0.0

Minor barrier

21

87.5

3

12.5

Not a barrier

111

89.5

13

10.5

Major barrier

34

100.0

0

0.0

Minor barrier

64

88.9

8

11.1

Not a barrier

52

86.7

8

13.3

3.090

.171*

.136

.491

.872*

.054

6. A history of
childhood abuse is not
a medical problem.

7. Concern that asking
about an abuse history
may re-traumatize my
patient.

8. There is little I can
do to help those
patients who have
revealed a history of
childhood abuse.

76

Major barrier

20

90.9

2

9.1

Minor barrier

59

92.2

5

7.8

Not a barrier

71

88.8

9

11.3

9. Concern about
offending my patients
by asking about a
possible history of
childhood abuse.
Major barrier

28

96.6

1

3.4

Minor barrier

55

90.2

6

9.8

Not a barrier

67

88.2

9

11.8

10. No reimbursement
to me for screening
for childhood abuse.
Major barrier

10

90.9

1

9.1

Minor barrier

21

95.5

1

4.5

Not a barrier

119

89.5

14

10.5

11. Difficult to verify
reports of histories of
childhood abuse.
Major barrier

23

95.8

1

4.2

Minor barrier

44

88.0

6

12.0

Not a barrier

83

90.2

9

9.8

1.702

.474*

.101

.779

.879*

.069

1.147

.662*

.083

77
12. Competing
multiple primary care
recommendations.

2.117

Major barrier

50

94.3

3

5.7

Minor barrier

42

91.3

4

8.7

Not a barrier

58

86.6

9

13.4

.403*

.113

Note. *Fisher’s exact significance value was utilized. Each subscript letter denotes a subset of
intention to screen for childhood abuse in adult female patients at follow-up visit categories
whose column proportions do not differ significantly from each other at the .05 level. In barriers
with “0” cell counts, no inferential statistics were calculated.

Barriers

Intention to Screen for Childhood
Abuse in Adult Male Patients at New
Visits
Rarely or
Usually/always
never/sometimes
n

%

n

%

1. Not enough time to
ask about a history of
childhood abuse.
Major barrier

80a

89.9

9b

10.1

Minor barrier

45a

84.9

8a

15.1

Not a barrier

14a

58.3

10b

41.7

2. Not enough time to
fully evaluate or
counsel victims of
childhood abuse.
Major barrier

111a

87.4

16b

12.6

χ2 (2)

p

Phi

13.897

<.001*

.289

6.842

.034*

.203

78

Minor barrier

20a

76.9

6a

23.1

Not a barrier

8a

61.5

5b

38.5

3. Uncomfortable
inquiring about
psychosocial issues.
Major barrier

22

88.0

3

12.0

Minor barrier

61

89.7

7

10.3

Not a barrier

56

76.7

17

23.3

Major barrier

9

100.0

0

0.0

Minor barrier

33

94.3

2

5.7

Not a barrier

97

79.5

25

20.5

4.757

.107*

.169

5.453a

.047*

.181

4. The women I see as
patients are unlikely
to have been victims
of childhood abuse.

5. The men I see as
patients are unlikely
victims of childhood
abuse.
Major barrier

8a

88.9

1a

11.1

Minor barrier

38a

95.0

2b

5.0

Not a barrier

93a

79.5

24b

20.5

Major barrier

18

100.0

0

0.0

Minor barrier

21

87.5

3

12.5

6. A history of
childhood abuse is not
a medical problem.

79

Not a barrier

100

80.6

24

19.4

7. Concern that asking
about an abuse history
may re-traumatize my
patient.
Major barrier

32

94.1

2

5.9

Minor barrier

60

83.3

12

16.7

Not a barrier

47

78.3

13

21.7

8. There is little I can
do to help those
patients who have
revealed a history of
childhood abuse.
Major barrier

20

90.9

2

9.1

Minor barrier

57

89.1

7

10.9

Not a barrier

62

77.5

18

22.5

9. Concern about
offending my patients
by asking about a
possible history of
childhood abuse.
Major barrier

27

93.1

2

6.9

Minor barrier

54

88.5

7

11.5

Not a barrier

58

76.3

18

23.7

10. No reimbursement
to me for screening
for childhood abuse.
Major barrier

7

63.6

4

36.4

Minor barrier

21

95.5

1

4.5

3.985

.136

.155

4.449

.125*

.164

5.968

.054*

.190

5.489

.064*

.182

80

Not a barrier

111

83.5

22

16.5

11. Difficult to verify
reports of histories of
childhood abuse.
Major barrier

21

87.5

3

12.5

Minor barrier

45

90.0

5

10.0

Not a barrier

73

79.3

19

20.7

12. Competing
multiple primary care
recommendations.
Major barrier

44

83.0

9

17.0

Minor barrier

39

84.8

7

15.2

Not a barrier

56

83.6

11

16.4

2.991

.269*

.134

.058

.971

.019

Note. *Fisher’s exact significance value was utilized. Each subscript letter denotes a subset of
intention to screen for childhood abuse in adult male patients at new visit categories whose
column proportions do not differ significantly from each other at the .05 level. In barriers with
“0” cell counts, no inferential statistics were calculated.

Barriers

Intention to Screen for Childhood
Abuse in Adult Male Patients at
Follow-up Visits
Rarely or
Usually/always
never/sometimes
n

%

n

%

1. Not enough time to
ask about a history of
childhood abuse.
Major barrier

84

94.4

5

5.6

χ2 (2)

p

Phi

6.571

.060*

.199

81

Minor barrier

50

94.3

3

5.7

Not a barrier

19

79.2

5

20.8

2. Not enough time to
fully evaluate or
counsel victims of
childhood abuse.
Major barrier

120

94.5

7

5.5

Minor barrier

22

84.6

4

15.4

Not a barrier

11

84.6

2

15.4

3. Uncomfortable
inquiring about
psychosocial issues.
Major barrier

23

92.0

2

8.0

Minor barrier

64

94.1

4

5.9

Not a barrier

66

90.4

7

9.6

Major barrier

9

100.0

0

0.0

Minor barrier

34

97.1

1

2.9

Not a barrier

110

90.2

12

9.8

4.029

.079*

.156

.671

.734*

.064

2.109

.350*

.113

4. The women I see as
patients are unlikely
to have been victims
of childhood abuse.

5. The men I see as
patients are unlikely
victims of childhood
abuse.
Major barrier

8

88.9

1

11.1

Minor barrier

39

97.5

1

2.5

82

Not a barrier

106

90.6

11

9.4

Major barrier

18

100.0

0

0.0

Minor barrier

22

91.7

2

8.3

Not a barrier

113

91.1

11

8.9

Major barrier

34

100.0

0

0.0

Minor barrier

66

91.7

6

8.3

Not a barrier

53

88.3

7

11.7

6. A history of
childhood abuse is not
a medical problem.

7. Concern that asking
about an abuse history
may re-traumatize my
patient.

8. There is little I can
do to help those
patients who have
revealed a history of
childhood abuse.
Major barrier

20

90.9

2

9.1

Minor barrier

59

92.2

5

7.8

Not a barrier

74

92.5

6

7.5

9. Concern about
offending my patients
by asking about a
possible history of
childhood abuse.
Major barrier

28

96.6

1

3.4

Minor barrier

55

90.2

6

9.8

.061

.926*

.019

1.112

.638*

.082
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Not a barrier

70

92.1

6

7.9

10. No reimbursement
to me for screening
for childhood abuse.
Major barrier

10

90.9

1

9.1

Minor barrier

21

95.5

1

4.5

Not a barrier

122

91.7

11

8.3

11. Difficult to verify
reports of histories of
childhood abuse.
Major barrier

23

95.8

1

4.2

Minor barrier

45

90.0

5

10.0

Not a barrier

85

92.4

7

7.6

12. Competing
multiple primary care
recommendations.
Major barrier

50

94.3

3

5.7

Minor barrier

43

93.5

3

6.5

Not a barrier

60

89.6

7

10.4

.389

1.0*

.048

.779

.781*

.068

1.091

.670*

.081

Note. *Fisher’s exact significance value was utilized. Each subscript letter denotes a subset of
intention to screen for childhood abuse in adult male patients at follow-up visit categories whose
column proportions do not differ significantly from each other at the .05 level. In barriers with
“0” cell counts, no inferential statistics were calculated.
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Appendix A
Initial Letter of Invitation for Recruiting Survey Participants
Good afternoon,
My name is Megan Wanca and I am a doctoral, family nurse practitioner student at Belmont
University. I am working on my current doctoral project about nurse practitioners in Tennessee. I
am in need of sharing my survey with current, licensed nurse practitioners across the state.
I was wondering if your organization had an email list I could access to send out my survey link
or if your organization would even be willing to share my survey link with your members when
it comes time for me to collect data in August of this year. The survey would be confidential and
would help advance my research project.
Feel free to email me for questions at megan.wanca@adjuncts.belmont.edu.
Thank you for your time.
Sincerely,
Megan Wanca, BSN, RN
Doctor of Family Nursing Practice Candidate
Belmont University
Nashville, TN
Email: megan.wanca@adjuncts.belmont.edu
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Appendix B
Letter of Agreement Participation Email
Good morning,
Thank you so much for agreeing to share my doctoral research survey with your members in
August.
As stated before, my doctoral project is focused on assessing nurse practitioner’s current
practices, knowledge, attitudes, and barriers for screening for adverse childhood events in
adults. It is an anonymous survey that is valid and reliable. I will also be collecting anonymous
de-identified demographic data. I have reached out to your organization specifically to get a
representative sample of nurse practitioners across all of Tennessee.
I have attached a letter of agreement to this email to be signed and emailed back to me.
My school requires these to be signed in order for my project to move forward. It is simply
stating that you will share my survey in August, with a reminder in mid-October, and it’s closing
in December.
Please, feel free and reach out to me with any questions or concerns. I will be in communication
with you throughout this process.
Again, thank you so much for helping me with my doctoral degree.
Megan Wanca, BSN, RN
Doctor of Family Nursing Practice Graduate Student
Class of 2022
megan.wanca@adjuncts.belmont.edu
615-417-9743
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Appendix C
Survey on Assessing Adult Patients for a History of Childhood Trauma
Voluntary Participation Consent:
Before you are able to start the survey, please review the survey informed consent on the prior screen and
indicate your voluntary participation by selecting the “agree” or “disagree” icon. By clicking “agree,” the
survey will begin and you have agreed to participate voluntarily. By clicking “disagree,” you have disagreed to
participate in the survey and in which case your survey will end. Participation in the survey is voluntary and you
may choose to withdraw at any time. Thank you and please select your response below:
❏ Agree
❏ Disagree
Tennessee Nurse Practitioner Exclusion Criteria:
Please review the criteria below and select the options that may apply to you:
If none of the conditions apply, please select "none of the above apply to me" and continue with the survey on
the next screen.
❏ I am currently retired from clinical practice.
❏ My current practice is not in Tennessee.
❏ I currently do not see adults in my practice.
❏ I do not have an active Tennessee nurse practitioner license.
❏ None of the above apply to me.
The following questions refer to childhood trauma assessment in adult patients over the age of 18 (please check
one answer unless otherwise noted for questions 1-4):
1. How often do you ask about any history of
childhood physical or sexual abuse with...
a. new female patients?
b. female patients at follow-up visits?
c. new male patients?
d. male patients at follow-up visits?

Rarely or Never Sometimes
❏
❏
❏
❏

❏
❏
❏
❏

Usually

Always

❏
❏
❏
❏

❏
❏
❏
❏

2. List up to 4 conditions you commonly see in adult patients in whom a history of childhood abuse might be
suspected:
1.___________________________________________________
2.___________________________________________________
3.___________________________________________________
4.___________________________________________________
3. What percent of adult female patients in your practice report that they are survivors of childhood physical or
sexual abuse? (Please check one answer)

87
< 10%

11-20%

21-30%

31-40%

41-50%

51-60%

> 60%

❏

❏

❏

❏

❏

❏

❏

Don’t
Know
❏

4. What percent of adult male patients in your practice report that they are survivors of childhood physical or
sexual abuse? (Please check one answer)
< 10%

11-20%

21-30%

31-40%

41-50%

51-60%

> 60%

❏

❏

❏

❏

❏

❏

❏

Don’t
Know
❏

The following questions on the next screen refer to your role as a nurse practitioner and screening for childhood
trauma in adult patients (please check one answer for questions 5-8).
5. To what extent do you think it is part of your role as a
Not
nurse practitioner to screen for a history of childhood... At All
a. physical abuse in female patients?
❏
b. physical abuse in male patients?
❏
c. sexual abuse in female patients?
d. sexual abuse in male patients?

Small
Extent
❏
❏

Moderate
Extent
❏
❏

Great
Extent
❏
❏

❏
❏

❏
❏

❏
❏

Somewhat
Useful
❏
❏

Moderately
Useful
❏
❏

Very
Useful
❏
❏

❏
❏

❏
❏

❏
❏

❏
❏

Not
At All
❏
❏

Somewhat
Confident
❏
❏

❏
❏

❏
❏

❏
❏

6. How useful for the patient do you think it is for a
Not
nurse practitioner to screen for a history of childhood... At All
a. physical abuse in female patients?
❏
b. physical abuse in male patients?
❏
c. sexual abuse in female patients?
d. sexual abuse in male patients?
7. How confident are you in your ability to screen
for a history of childhood...
a. physical abuse in female patients?
b. physical abuse in male patients?
c. sexual abuse in female patients?
d. sexual abuse in male patients?

8. How confident are you in your ability to use
Not
information about screening for a history of childhood... At All
a. physical abuse in female patients?
❏
b. physical abuse in male patients?
❏
c. sexual abuse in female patients?
d. sexual abuse in male patients?

❏
❏

Somewhat
Confident
❏
❏
❏
❏

Moderately
Very
Confident Confident
❏
❏
❏
❏
❏
❏

❏
❏

Moderately
Very
Confident Confident
❏
❏
❏
❏
❏
❏

❏
❏
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9. Listed below are reasons some healthcare providers give for not screening adult patients for a history of
childhood physical or sexual abuse. Please rate to what extent each of the following may be a barrier to
screening your patients for a history of childhood abuse. (Check one answer for each item)
To what extent do each of the following pose a barrier to screening:
a. Not enough time to ask about a history of childhood abuse.
b. Not enough time to fully evaluate or counsel victims of
childhood abuse.
c. Uncomfortable inquiring about psychosocial issues.
d. The women I see as patients are unlikely to have been victims of
childhood abuse.
e. The men I see as patients are unlikely to have been victims of
childhood abuse.
f. A history of childhood abuse is not a medical problem.
g. Concern that asking about an abuse history may re-traumatize
my patient.
h. There is little I can do to help those patients who have revealed a
history of childhood abuse.
i. Concern about offending my patients by asking about a possible
history of childhood abuse.
j. No reimbursement to me for screening for childhood abuse.
k. Difficult to verify reports of histories of childhood abuse.
l. Competing multiple primary care recommendations.

Major
Barrier
❏
❏

Minor
Barrier
❏
❏

Not a
Barrier
❏
❏

❏
❏

❏
❏

❏
❏

❏

❏

❏

❏
❏

❏
❏

❏
❏

❏

❏

❏

❏

❏

❏

❏
❏
❏

❏
❏
❏

❏
❏
❏

The next two questions are about how you learned about childhood trauma in adult patients or how you would
like to learn more (please check all that apply for questions 10-11):
10. Have you received any formal training in screening patients about a history of childhood abuse?
❏ No training
❏ Nursing school training
❏ Nurse practitioner program training
❏ Continuing education

11. Which of the following formats would you choose for learning more about screening adult patients for a
history of childhood abuse?
❏ In-person CME lecture (local, regional or national presentation)
❏ Online educational modules
❏ CD/DVD educational modules
❏ Small group workshops
❏ Written materials
❏ Other (please specify: ___________________________________)
The following questions on the next screen refer to Tennessee nurse practitioner demographics. Please tell us a
little bit about yourself and your practice so that we can ensure our responses reflect a representative sample of
nurse practitioners across Tennessee (please select or enter one answer for questions 1-7).
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1. Are you:
❏ Male
❏Female
2. In what year did you complete your nurse practitioner education? _____
3. Are you certified as a:
❏ Adult Nurse Practitioner
❏ Family Nurse Practitioner
❏ Women’s Health Nurse Practitioner
❏ Gerontological Nurse Practitioner
❏ Mental Health Nurse Practitioner
❏ Other (please specify:_______________________)
4. Please indicate whether you consider yourself: (Check all that apply)
❏ White
❏ African American
❏ Asian
❏ Native American
❏ Spanish/Hispanic/Latino
❏ Other (please specify:_______________________)
5. If you are working in a specialty, please select your specialty below. If your specialty is not listed, please
specify in other.
❏ Primary Care
❏ Oncology
❏ Orthopedics
❏ Emergency Room
❏ Chronic Pain
❏ Internal Medicine
❏ Urgent Care
❏ Cardiac
❏ College Health
❏ No specialty
❏ Other (please specify:_______________________)
6. Practice structure: (Check one practice type that most closely resembles yours)
❏ Solo practice
❏ Multispecialty group
❏ Single specialty group
❏ Community Health Center (FQHC/Section 330)
❏ Staff-model HMO
❏ Hospital-based clinic
❏ College Health
❏ Other (please specify:_______________________)
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7. Practice location:
❏ Urban
❏ Suburban
❏ Rural/Small town
Thank you for taking the time to complete this survey! Your responses have been recorded.
If you would like to be entered in the drawing for a chance to win Apple AirPods Pro headphones as an
incentive for participation in this research, please follow the link below to enter your contact information. Your
information will be de-identified from your survey responses and remain confidential.
Financial Incentive Voluntary Participation:
Would you like to be entered into a drawing to receive Apple AirPods Pro headphones as an incentive for your
survey participation?
By selecting yes, you will be asked to provide your full name and email address below in order to notify you if
you are randomly selected as the Apple AirPods Pro headphones winner. Your information will be de-identified
from your survey responses and remain confidential.
❏ Yes
❏ No
Please enter your full name and your email address below in order to contact and send you the Apple AirPods
Pro headphones if you are randomly selected as the winner after November 19th, 2021.
Again, this information will be de-identified from your responses and remain confidential.
Full Name: _________________
Email: _____________________

Thank you for taking the time to complete this survey! Your responses have been recorded!
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Appendix D
Exempt Research Survey Informed Consent

Dear Tennessee Nurse Practitioner,
You are invited to participate in a short, online survey that will assess current knowledge,
attitudes, and self-efficacy of Tennessee nurse practitioners and their intention to screen adult
patients for a history of adverse childhood events (ACEs). Participation in this survey is
voluntary and you may choose to withdraw at any time. This voluntary participation will be
agreed or disagreed upon by selecting “agree” or “disagree” after clicking the survey link. By
agreeing to participate, you will be asked to answer the survey questions regarding ACE
screening in adult patients. Your responses will be kept confidential and demographic data
collected will also be made de-identifiable. Those who complete the survey in full can
voluntarily choose to also participate in a drawing of Apple AirPods Pro.
If any questions or concerns arise while taking the survey, please email Megan at megan.wanca
@adjuncts.belmont.edu. Details of the survey are further outlined below.
Thank you in advance for participating!
Megan Wanca, BSN, RN
Doctor of Family Nursing Practice Candidate
Belmont University
Nashville, TN
Email: megan.wanca@adjuncts.belmont.edu
What is the purpose of the survey?
This survey is designed to provide information about Tennessee (TN) nurse practitioner
knowledge, attitudes, and self-efficacy regarding adverse childhood events’ (ACEs) screening in
adult patients. The survey results will later be analyzed to assess for any correlations for
intention to screen for ACEs in adult patients with knowledge, attitudes, and self-efficacy about
ACE screening among Tennessee nurse practitioners.
Who can participate in the survey and how long does the survey take?
Any licensed nurse practitioner in Tennessee can take this survey and the survey should only
take 15 minutes.
Are my responses kept confidential and is my participation voluntary?
Yes. All your survey answers are kept confidential, your answers cannot be associated with you
personally, and your participation in the survey is voluntary.
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Is there a financial incentive attached to participation in the survey?
Yes. There are Apple AirPods Pro headphones available to win for participation in the survey.
All survey questions must be completed in full in order to be entered into the drawing. At the end
of the survey, you will be asked if you want to be entered into the random drawing for the Apple
AirPods Pro headphones. If you answer yes, you will have the option to click on the embedded
link that will ask you to enter the following information: name and email address. This
information will be de-identified from your survey responses and remain confidential. The
information will only be used to contact you if you are randomly selected as the winner of the
Apple AirPods Pro.
Who is collecting this data?
Megan Wanca is originally from Ashland City, TN and then moved to Nashville, TN to obtain
her Bachelor of Science in Nursing (BSN) at Belmont University. Currently, she is working
towards obtaining her Doctor of Nursing Practice (DNP) at Belmont University and this survey
is part of her scholarly project in this degree. The goal of the scholarly project is to improve the
level of knowledge about nurse practitioners’ understanding of and intention to screen for ACEs.
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Appendix E
Initial Letter of Invitation to Participate in Survey

Sunday, September 5th, 2021
Dear Tennessee Nurse Practitioner,
I am writing to ask for your assistance by participating in a short, online survey that will
assess current knowledge, attitudes, and self-efficacy in screening adult patients for childhood
trauma.
There will be a random drawing for Apple AirPods Pro headphones for survey
participation. Tennessee nurse practitioners who complete the survey in full will be eligible for
the drawing. The survey should only take 15 minutes to complete. Your participation is
voluntary, and your responses will remain anonymous as well. Additionally, de-identified
demographic information will be obtained.
If you have any questions or comments, please reach out to Megan via the email address below.
You can complete the survey through this link:
https://belmont.az1.qualtrics.com/jfe/form/SV_1GNKzKr88jC9BjM
Thank you so much for your time and I look forward to your responses.
Sincerely,

Megan Wanca, BSN, RN
Doctor of Family Nursing Practice Candidate
Belmont University
Nashville, TN
Email: megan.wanca@adjuncts.belmont.edu
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Appendix F
Email Reminders of Survey Participation

Sunday, September 12th, 2021
Dear Tennessee Nurse Practitioner,
Last week, I sent an email asking for your assistance by participating in a short, online survey
that will assess current knowledge, attitudes, and self-efficacy in screening adult patients for
childhood trauma.
If you have not answered the online survey yet, please do so as your responses are
important.
In addition, there will be a random drawing for Apple AirPods Pro headphones for survey
participation. Tennessee nurse practitioners who complete the survey in full will be eligible for
the drawing. The survey should only take 15 minutes to complete. Your participation is
voluntary, and your responses will remain anonymous as well. Additionally, de-identified
demographic information will be obtained.
If you have any questions or comments, please reach out to Megan via the email address below.
You can complete the survey through this link:
https://belmont.az1.qualtrics.com/jfe/form/SV_1GNKzKr88jC9BjM
Thank you so much for your time and I look forward to your responses.
Sincerely,

Megan Wanca, BSN, RN
Doctor of Family Nursing Practice Candidate
Belmont University
Nashville, TN
Email: megan.wanca@adjuncts.belmont.edu
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Sunday, October 10th, 2021
Dear Tennessee Nurse Practitioner,
Two months ago, I sent an email asking for your assistance by participating in a short, online
survey that will assess current knowledge, attitudes, and self-efficacy in screening adult patients
for childhood trauma. If you have not answered the online survey yet, please do so as your
responses are important to us.
So far, we have had 194 responses. We are requesting more responses in order to help with
our study results.
In addition, there will be a random drawing for Apple AirPods Pro headphones for survey
participation. Tennessee nurse practitioners who complete the survey in full will be eligible for
the drawing. The survey should only take 15 minutes to complete. Your participation is
voluntary, and your responses will remain anonymous as well. Additionally, de-identified
demographic information will be obtained.
If you have any questions or comments, please reach out to Megan via the email address below.
You can complete the survey through this link:
https://belmont.az1.qualtrics.com/jfe/form/SV_1GNKzKr88jC9BjM
Thank you so much for your time and I look forward to your responses.
Sincerely,

Megan Wanca, BSN, RN
Doctor of Family Nursing Practice Candidate
Belmont University
Nashville, TN
Email: megan.wanca@adjuncts.belmont.edu
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Friday, November 12th, 2021
Dear Tennessee Nurse Practitioner,
In September, I sent an email asking for your assistance by participating in a short, online
survey that will assess current knowledge, attitudes, and self-efficacy in screening adult patients
for childhood trauma.
If you have not answered the online survey yet, please do so as your responses are
important.
Our survey will be closing next week on Friday, November 19th at 12:00pm.
So far, we have had 236 responses and we are requesting more responses in order to help our
study results.
In addition, there will be a random drawing for Apple AirPods Pro headphones for survey
participation. Tennessee nurse practitioners who complete the survey in full will be eligible for
the drawing. The survey should only take 15 minutes to complete. Your participation is
voluntary, and your responses will remain anonymous as well. Additionally, de-identified
demographic information will be obtained.
If you have any questions or comments, please reach out to Megan via the email address below.
You can complete the survey through this link:
https://belmont.az1.qualtrics.com/jfe/form/SV_1GNKzKr88jC9BjM
Thank you so much for your time and I look forward to your responses.
Sincerely,

Megan Wanca, BSN, RN
Doctor of Family Nursing Practice Candidate
Belmont University
Nashville, TN
Email: megan.wanca@adjuncts.belmont.edu

